OFFICE OF THE INSPECTOR GENERAL

ILLINOIS DEPARTMENT OF CHILDREN AND FAMILY SERVICES

REPORT TO THE GOVERNOR
AND THE GENERAL ASSEMBLY

JANUARY 2019

MERYL PANIAK , MSW, J.D.
ACTING INSPECTOR GENERAL






OFFICE OF THE INSPECTOR GENERAL
ILLINOIS DEPARTMENT OF CHILDREN AND FAMILY SERVICES

January 1, 2

To theGovernor and Members of the General Assembly:

Encl osed please find a copy of the Office of the
Governor and General Assembly. The incidence of child maltreatment is deeply influenced by poverty,
violence, mental health and substance use. Sysidmcollaboration and datharing across multiple

service sectofs child welfare, juvenile justice, early childhood, education, public health, and behavioral and
mental health field$ are essential to improving child and family safety and-twelhg on a brad scale. The
societal consequences make it imperative for the child welfare field to continue building on its knowledge,
through collaboration and communication, which will go a long way toward improving outcomes for children
and youthEffective collaboation between child welfare agencies and community providers can lead to
organizational and systems benefits as well as better family outcdinesny hope that the case

investigations, projects, and trainings summarized in this report are useful thagaend.

The Department and its employees, as well as its private agency partners, are responsible for serving some of
the Stateds most vulnerable citizens: families an
partners, are accountatio those families and all citizens of the State. lllinois relies on this office to critically
examine and respond to the legitimate concerns of the people of lllinois regarding the treatment of children
and families.

We have been tasked with examuopichild deaths, serious injuries, misconduct, poor performance and
violations of policy and laws. We take this obligation, along with our other mandates to make
recommendations to advance the lllinois child welfare system very seriously.

The report noteareas where more must be done to ensure that children are safe and well, and the system
serving them is performing efficiently and effectively, including ongoing issues with youth that are beyond
medical necessity in hospital settings, intact family sesjiand building a system of care that meets the needs
of our youth.

To prevent and tackle child abuse and neglect, we need to support and nurture relationships. The most
important relationship is between the child and their parents. Other relatiolighifp®se between
practitioners and parents, and between local services, are also key.

Caseworkers who remain committed, engaged, and perform competently, and think creatively assure me that
we can improve the lives of I1Ilinoisd children.

It is an honotto serve as your Inspector General, and this office remains committed to promoting excellence in
the child welfare community by establishing and encouraging adherence to quality standards, providing
professional development opportunities, and providing-B@ith recommendations and suggestions for

effective tools to combat waste, fraud and abuse and succeed in its duties as the lllinois Child Welfare Agency.

Sincerely,

Meryl Paniak MSW, J.D.
Acting Inspector General
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INTRODUCTION

The Office of the Inspector General of the
Department of Children and Family Services was
created by unanimous vote of the lllinois General
Assembly in June 1993 to reform and strengthen
the child welfare system. The mandate of the
Office of the InspectoGeneralis to investigate
misconduct, misfeasance, malfeasance, and
violations of rules, procedures, or laws by
Department of Children and Family Services
(DCFS) employees, foster parents, service
providers and contractors with the Department.
See?0 ILCS505/35.51 35.7. To that end, this
Office conducts investigations and makes
recommendations to protect children, uncover
wrongdoing, improve practice, and increase
professionalism within the Department.

INVESTIGATION CATEGORIES
Death and Serious Injyrinvestigations

The Office of the Inspector General investigates
deaths and serious injuries of lllinois children
whose families were involved in the child welfare
system within the preceding 12 months. The
Inspector General is ax officiomember of lhe
Child Death Review Team Executive Council.
The Inspector General receives notification from
the lllinois State Central Register (SCR) of all
child deaths and serious physical injuries where
the child was a youth in care, the family is the
subject of arppen investigation or service case,
or the family was the subject of a previous
investigation or closed case within the preceding
12 months. The notification of a child death or
serious injury generates raview in which the
Critical Event Rport and oter reports are
reviewed and computer databases are searched.
When further investigation is warranted, records
are impounded, subpoenaed or requested and a
review is completed. When necessary, a full
investigation, including interviews, is conducted.
The l nspector General 0s
maintains a database of child death statistics and

critical information related to child deaths in
lllinois.  The following chart summarizes the
death cases reviewed in FY 2018

FY 18CHILD DEATH CASESREVIEWED

CHILD DEATHS IN FY 18MEETING 98
THE CRITERIA FOR REV IEW
INVESTIGATORY REVIEW S OF 94
RECORDS

FULL INVESTIGATIONS 4

Summaries of death investigations, with a full
investigative report submitted to the Director, are
included in the Investigations Section of this
Report on pagé&. A summary of all child deaths
reviewed by the Officefahe Inspector General
in FY 18canbe found on page2 of this Report.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciary, Departmerand Private Agency
employees, foster parents, biological parents and
the general public. Investigations yield both
casespecific ~ recommendations, including
disciplinary recommendations, and
recommendations for systemic changes within
the child welfare system. The Insped®e n e r a |
Office  monitors compliance  with  all
recommendations.

Child Welfare Employee Licensure Investigations

In 2000, the General Assembly mandated that the
Department of Children and Family Services
institute a system for licensing direct service
child welfare employees. The Child Welfare
Employee License (CWEL) permits centralized

rBJFitPrin% oé all Refsong QrOé/iging d‘ir%ctdchild
welfare services, whether they are employed with
the Department or a private agency. heT
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employee licensing system seets maintain
accountability, integrity and honesty of those
entrusted with the care of vulnerable children and
families.

A child welfare employee license is required for

both Department and private agency

investigative, child welfare and licensing workers

and supervisors. The Department, through the
Office of Employee Licensure, administers and

issues Child Welfare Employédgcenses.

A committee composed of representatives of the
Office of the Inspector General, the Child
Welfare Employee Licensure Board and the
Depart ment 6s Oof fice of
screens referrals for CWEL Investigations. The
committee reviews conhgints to determine
whether the allegations meet one or more grounds
for licensure action as defined in Department
Rule 412.50 (89 Ill. Adm. Code 412.50). The
Inspector General investigates and prosecutes
CWEL complaints and hearings.

When a CWEL Inveggation is completed, the
Office of the Inspector General, as the
Department 6s represent
the findings of the investigation support possible
licensure action. Allegations that could support
licensure action include conviction foregified
criminal acts, indicated findings of child abuse or
neglect, or egregious acts that demonstrate
incompetence or a pattern of deviation from a
minimum standard of child welfare practice.
Department Rule 412.50 (89 Ill. Adm. Code
412.50) specifiede grounds for licensure action.
When licensure action is appropriate, the licensee
is provided an opportunity for a hearing. An
Administrative Law Judge presides over the
hearing and reports findings and
recommendations to the Child Welfare Employee
Licensure Board. The CWEL Board makes the
final decision regarding licensure action.

In FY 2018, 27 cases were referred to the
Inspector General for Child Welfare Employee
License investigations. In addition, the Inspector
Gener al 0s
assistance to the fife of Employee Licensure in
23 evaluations of CWEL applicantPetailed

at

Of f i caed tephnicalv i d

information regarding the CWEL licensure
actions can be found on patfe9 of this Report.

FY2018 CWEL INVESTIGATION DISPOSITIONS

NEW CWEL |NVESTIGATIONS

CLOSED'NO CHARGES

MONITORING

PENDING INVESTIGATIONS

CHARGES ISSUED
LICENSEREVOCATION
LICENSE RELINQUISHED
LICENSE SUSPENSION
PENDING ADMINISTRATIVE HEARING
PENDNG ALJ RECOMMENIATION
PENDING CWEL BOARD ACTION

N WkFPFPPFPPFPO-NOJO O

Resolution of Prior Investigations

INVESTIGATIONS
REVOKED
CHARGE REJECTED BY WEL BOARD

PENDING ALJ RECOMMENDATION
PENDING CWEL BOARD ACTION

W b~ 2 O

Criminal Background Investigations andaw
Enforcement Liaison

The Il nspector Gener al
technical assistance to the Department and
private agencies in performing and assessing
criminal history checks. In FY 18he Inspear
Gener al 06s
criminal background information from the Law
Enforcement Agencies Data System (LEADS).
Each case may involve multiple law enforcement
database searches and may involve requests on
multiple persons. For th&359cases opened in

FY 18 the Inspector & n e r aficeGenduidéd
9,898 searches for criminal background
information.

In addition, in the course of an investigation, if
evi&ience indicates thaha criminal act may have
e Esitd e

Peen committed, thé Inspector General may
notify the lllinois State Police. Ae Office d the

INTRODUCTION
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Inspector General may investigate the alleged act
for administrative action only.

The Office of the Inspector General assists law
enforcement agencies with gathering necessary
documents. If law enforcement electptosue a
criminal investigaion and requests that the
administrative investigation be put on hold, the
Office of the Inspector General will retain the
case on monitor status. If law enforcement
declines to prosecute, the Inspector General will
determine whether further investigatioor
administrative action is appropriate.

Referrals from the Office of the Executive
Inspector General for the Agencies of the lllinois
Governor

In FY 18, the Office of the Inspector General
received 110 referrals for investigation from the
Office of the Executive Inspector General for the
Agencies of the lllinois GovernoAfter initial
review, a referral may be closed, opened for
further investigation, or transferred for further
review by Department management, Office of
Affirmative Action, Labor Reaitions, or the
Advocacy Office.

INVESTIGATIVE PROCESS

The Oof fice of t he [
investigative process begins with a Request for
Investigation notification by the State Central
Regi ster of a chil,dr@s
referral fora Child Welfare Employee License
investigation. Investigations may also be
initiated when the Inspector General learns of a
pending criminal or child abuse investigation
against a child welfare employee.

In FY 2018 the Office of thdnspector General
received 3,777 Requests for Investigation or
technical assistandeRequests for Investigation
and notices of deaths or serious irgarare

screened to determine whether the facts suggest

possible misconduct by a foster parent,

This includes requests for investigation, notice of
child deaths and serious injuries, notification of arrests
or pending abuse investigations, and requests for
technical assistance and information.

deat h

Department employee, or ripate agency
employee, or whether it suggests a need for
systemic change. If an allegation is accepted for
investigation, the
review records and interview relevant witnesses.
The Inspector General reports to the Direabr
the Department and to the Governor with
recommendations for discipline, systemic
change, or sanctions against private agencies.
The Office of the Inspector General monitors the
implementation of accepted recommendations.

The Office of the InspectoGeneral may work
directly with a private agency and its board of
directors to ensure implementation when
recommendations pertain to a private agency. In
rare circumstances, when the allegations are
serious enough to present a risk to children, the
Inspeco r Gener al may
intake for new cases be put on temporary hold, or
that an employee be placed on desk duty pending
the outcome of the investigation.

The Office of the Inspector General is mandated
by statute to be separate from thgerations of
the Department. Inspector General files are not
accessible to the Department. The investigations,
investigative reports and recommendations are
prepared without editorial input from either the
Department or any private agency. Once a Repor
fiscgneletdad, ahe Insp&ctonGemerallwidl sonsider
comments received and the Report may be
revised accordingly.

or serious injury
If a complaint is not appropriate for full
investigation by the Office of the Inspector
General, the Inspector General may refer the
complaintto law enforcement (if criminal acts
appear to have been committed), to the
Depart ment s Advocacy
Families, or to other state regulatory agencies,
such as the Department of Financial and
Professional Regulation.

INTRODUCTION
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Administrative Rles

Rules of the Office of the Inspector General are
published in the lllinois Register at 89 Ill. Admin.
Code 430. The Rules govern intake and
investigations of complaints from the general
public, child deaths or serious injuries and
allegations of misonduct. Rules pertaining to
employee licensure action are found at 89 Ill.
Admin. Code 412.

Confidentiality

A complainant to the Office of the Inspector
General, or anyone providing information, may
request that their identity be kept confidential. To
protect the confidentiality of the complainant, the
Inspector General will attempt to procure
evidence through other means, whenever
possible. Atthe same time, an accused employee
needs to have sufficient information to enable
that employee to presentlafense. The Inspector
General and the Department are mandated to
ensure that no one will be retaliated against for
making a good faith complaint or providing
information in good faith to the Inspector
General.

Reports issued by the Office of thespector
General contain information that is confidential
pursuant to both state and federaldawAs such,
Inspector General Reports are not subject to the
Freedom of Information Act. Annually, the
Office of the Inspector General prepares several
repats deleting confidential information for use
as teaching tools for private agency and
Department employees.

Impounding

The Office of the Inspector General is charged
with investigating misconducfin a manner
designed to ensure the preservation oflence
for possible use in a criminal prosecuti20
ILCS 505/35.5(b). In order to conduct thorough
investigations, while at the same time ensuring
the integrity of records, investigators may
impound files. Impounding involves the
immediate securing andetrieval of original
records. When files are impounded, a receipt for
impounded files is left with the office or agency

4

from which the files are retrieved. Critical
information necessary for ongoing service
provision may be copied during the impoumd i

the presence of the Inspector General
investigator. Impounded files are returned as
soon as practicable. However, in death
investigations, the Office of the Inspector
General forwards original files to the
Department 6s Of fice of

that the Department maintains a central file.
REPORTS

Inspector General Reports are submitted to the
Director of DCFS. Specific reports are also

shared with the Governor. An Inspector General
Report contains a summary of the complaint, a
historical pespective on the case, including a

case history, and detailed information about prior
DCFS or private agency contact(s) with the

family. Reports also include an analysis of the
findings, along with recommendations.

The Office of the Inspector Generalegsssome
reports as training tools to provide a venue for
ethical discussion on individual and systemic
problems in child welfare practice. The reports
are redacted to ensure confidentiality and then
distributed to the Department or private agencies
as a reource for child welfare professionals.
Redacted reports are available on the Office of
the Inspector General website, or by request from
the Office of the Inspector General by calling
(312) 4333000.

Recommendations

The Inspector General may recommeagdtemic
reform or case specific interventions in the
investigative reports. Systemic recommendations
are designed to strengthen the child welfare
system to better serve children and families.

Ideally, discipline should have an accountability
component s well as a constructive or didactic
one. It should educate an employee on matters
related to his/her misconduct while also
functioning to hold employees responsible for
their conduct. Without the accountability
component, there is little to deter masduct.
Without the didactic component, an employee

INTRODUCTION
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may conclude that s/he has simply violated an
arbitrary rule with no rationale behind it.

The Inspector General presents recommendations
for discipline to the Director of the Department
and, if applicale, to the director and board of the
involved private agency. Recommendations for
discipline are subject to due process
requirements. In addition, the Inspector General
will determine whether the facts suggest a
systemic problem or an isolated instance o
misconduct or bad practice. If the facts suggest a
systemic problem, the
may investigate further to determine appropriate
recommendations for systemic reform.

When recommendations concern a private
agency, appropriate sectorof the report are
submitted to the agency director and the board of
directors of that agency. The agency may submit
a response. In addition, the board and agency
director are given an opportunity to meet with the
Inspector General to discuss the repartd
recommendations.

In this Annual Report, systemic reform
recommendations are organized into a format that
allows analysis of recommendations according to
the function within the child welfare system that
the recommendation is designed to strengthen.
The I nspector
in relation to the child welfare system. Rather
than address problems in isolation, the Inspector
Gener al 0s Of fice
strengthening the ability of the Department and
private agencies to derm their duties.

The Office of the Inspector General monitors
implementation of recommendations made to the
Director of DCFS and private agencies.
Monitoring may take several forms. The Office
of the Inspector General will monitor to ensure
that Department or private agg staff
implement the recommendations made. The
Inspector General may consult with the
Department or private agency to assist in the
implementation process. The Inspector General
may also develop accepted reform initiatives for
future integration intéhe Department.

ADDITIONAL RESPONSIBILITIES
Office of the Inspector General Hotline

Pursuant to statute, the Office of the Inspector
General operates a statewide,-fodle telephone
number for public access. Foster parents,
guardiansad litem judges and others involved in
the child welfare system have called the hotline
to request assistance in addressing the following
concerns:

n sAp €aoniplaimts regarding DGFS 6 s
caseworkers and/or supervisors ranging
from breaches of confidentiality to
failure of duty;

Complaints about private agencies or
contractors;

Child Abuse Hotline information;

Child support information;

Foster parent board payments;

Youth in College Fund payments;
Problems accessing medical cards;
Licensing questions;

Ethics questions; and

General questions about DCFS and the
Office of the Inspector General.

DD > D

The Office of the |
an effective tool that enables the Inspector

respond to the needs of lllinois childremda
address dayo-day problems related to the

v i e w slelivery tofschild iwalfare setviees. Tdes phone

number for the Office of the Inspector General
Hotline is(800) 7229124

The following chart summarizes the Office of the
l nspector
FY 18

CALLS TO THE INSPECTOR GENERAL
HOTLINE IN FY 18

INFORMATION AND REFE RRAL 649
REFERRED TO SCR HOTLINE 68

REQUEST FOR OIG INVE STIGATION 111
ToTAL CALLS 828
5
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| NVESTIGATIONS

This annual report covers the time period from July 1, 2017 to June 30, 2018. The Investigations

has three parts. Part | includes summaries of child death and serious injury investigations reported to the
Department Director. Part Il contains aggregate data and case summaries of child deaths in families who
were involved with the Department the preceding 12 months. Part Il contains general investigation
summaries conducted in response to complaints filed by the state and local judiciary, foster parents,
biological parents and the general public.

Investigation summaries contain sectionsailieig the allegation, investigation, Inspector General
recommendati ons and the Department response. I n
section of each case, Il nspector Gener al stetteo mmend
recommendations follow.

PART |: DEATH AND SERIOUS INJURY | NVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION A 17-monthold toddler was reported missing to police, prompting a massive s|

Thirty hours laterthe toddlerwas discovered deceased, under a couch, insid

family home. There was an open intact family services case and a pending child protection investigat
time of the childbds death.

INVESTIGATION In September 2016, an intact family services case was opened for the mothg

deceased and her four children following two unfounded child prote

funds for beds and bedding, parenting classes, and assistance with addressingdaeoténd s o n §
hearing impairment. Mother was reported to receive SSI for cognitive delays; her sister was reported
the money monthlyas¢h fover seer of the account. o Concer
di sabilities and mot her (plysicaldnd mantal \health meeds were adequd
addressed. The intact family services case remained opertiatdraf thetoddleb s deat h i n
continued hotline reports while the case was open. Between September 2016 and April 2017, th
numerous child protection investigations involving the mother and her children, as well as inves
involving other individuals reported to be living in the home. Three of those investigations were initi
to reported safety issues for the seyearold sibling with significant behavioral health concerns.

investigations for inadequate supervision. Services identified at case opening for the mothed:ihh:judanl

The intact worker made regular annowhesd unannounced visits to the home, visiting at least once
between September and December 2016; and biweekly in 2017 after a critical decision was made by
and supervisor to reduce tfrequency of theequired home visits. The workercagessfully obtained Normd
funds to purchase beds and bedding for the family. Concerns about the physical conditions of tf
particularly the soiled carpet, persisted throughout the life of the case and were well documented by
worker. Mothe and the intact worker discussed having the carpet steam cleaned. While home cleanli
often notedas an area of concernh was not assessed during the intact case to have risen to a level of

DEATH AND SERIOUS INJURY INVESTIGATIONS



c hi | dertkerinfast wdrkerandr investigators abaefvedtthg homé\te

ng e
bl ed condition described by | aw e

da o th
t he | r a

r t
dep

ot D

o

The home was noted to be frequented by individuals and other family members, some livingpimehith
their children on and off, during the course of service provision. The caseworker documented her cor
the mother was being taken advantage of by those individuals who refused to help with household
transportationandthatshewasjeopardizing her Section 8 housibgcause she had unauthorized people li
there Multiple child protection investigations involving the family and others living in the home ocq
between the time of the opening of tintactfamily servicesase and the chil d

investigations were not linked togetherthe State AutomatedChild WelfareInformationSystem (SACWIS)
and did not include all household members living in the home.

The mother did not complete parenting servicteeugh she was referred twice. The mother initially stg
sessions with a parenting coach through pheate agencyservicing the case.HE sessions were to ocq
weekly in the evening at the agency. Mother attended very few sessions and the ssdiseontinued dy
to transportation, babysitting and scheduling issues in January 2017. The caseworker then referred t§
forin home counselingtb ugh an outside provider to begin

Thedeceased toddiérs  syearoddrsibling had a history of behavioral problems and attended an alten
school. Within the first two months of the intact family service case opening, the sibling was psychi
hospitalized for suicidal ideations and statemeaisl washospitlized twice more during the intact fam
services casddis second hospitalization occurred after the child said he wanted to kill himself with g
while he was on the school bus headed to schaokeBingAssessment anBlipportServices (SASStane
to the school and in the screening noted that the mother told gmrsohnethat due to insurance issues
child had not had higsychotropianedication. SASS authorized hospitalization and had an ambulance
at schoalbut the father, who amed later, refused hospitalization and took the child home. DCFS was co
and a child protection investigation was opened for medical neglect. Mother was instructed to take th
the hospital for an evaluatiomhe child was subsequently adraid. Mother and father reported to
investigator that the medical card had expired; that they had no transportation; and that their finance
l ow to refill the prescription. The chibsldode
boy had been showing increasingly aggressive, impulsive, and hyperactive behavior at school
threatening to stab himself. The child reported tigmother had not refilled his prescription for psychotr
medication, which led to eimges in his behavior at school. There was no communication between the
and the intact workerand thevorker did not attend any discharge staffing

Despite knowing from the onset of thr@actfamily services case that mother received SSkfoonrphysical
disability, no formal assessmemtas conductetb determine the extent of her limitatiot®w they impacte
her ability t o e n sandtoedetdrmirre and mecomohena selvises thad Woallt med
specific needs.

The intact familyservicesvorkervisitedthe home the day before ttueldlerwas reported missingnda child
protection investigator had been to the home the daptitterwas reported missing. The home was rep
to have dirty furniture, walls, cpeting, and clothing on bedroom and bathroom floors; however, no imm
safety concerns were noted. There were four adults present at the time the toddler was reported mig
enforcement reported finding the home in deplorable conditindthe tealth department deemed the hg
inhabitable. The home later burned to the groansbn is suspected.

The Department initiated a death by neglect investigation agaihse t ambtier @&d @vs other adul
present in the home at the time the toddler went missing. These investigations are pending. A
investigation is also pending. The toddl er6

DEATH AND SERIOUS INJURY INVESTIGATIONS



investigation is peridg. The one and eiglyearold siblings were placed in foster care and-gé#rold sibling
was placed with his biological father.

OIG RECOMMENDATIONS / 1. Any family with three or more child protection investigations
DEPARTMENT RESPONSES within a year (for one or more persons living in the home) shoul
be reviewed by DCFS management to ensure that underlyin
issues are being addressed.

The Department is already handling this issue with a sequence report along with screening renhia
Department has alerts in place on SACWIS for any family with an open case who is the subject
investigation. This alert is on both the inv
report is in final development stagegiahe intent is to also add it to the report manager for SACWIS
can be pulled up at any time to identify families with multiple reports. Additionally, on a daily basis,
is sent to all child protection and intact management that identifiegreently open intact cases and any
reports associated with that family. Searching capabilities have been expanded and staff are now abl
by address to determine if there may be more subjects or investigations associated with thdthbast
should be assessing and considering. Finally, the sequencing has been changed to follow along
investigation is unfounded or expunged escometohh
attention of the Bpartmat multiple times.Area Administrators participate in many of these reviews
understand their role is to review cases with a more critical lens and identify and assess any underlyi

2. Whenever the facts suggest the possibility of significadievelopmental delaysmental illness or other
i ssues that can affect the caregiverdés abili
ensure that the delays are assessed and that referrals address identified delays

The Department agreedhis is part of ongoing supervision. The Department is addressing these is§
developing goals related to serving these families and identifying and monitoring basic tasks to attain
There are also weekly practicevimwvs between DCP Area Administrators and Supervisors in which al
cases with children under three are discussed, including their needs and any safety issues or family

OIG Response: It is critical that the Departmeanhsurethat parents with imitations can accomplish th
goals set for theni both through evidencdbased assessments and tasitered services.Supervision
provided without this critical direction from management will not address the problems identified in the
Report.

3. The Department must develop protocol that requires intact workers to identify family needs that ar|
critical and time sensitive and management must track those cases to ensure the needs are met.

The Department will not develop another protocol. The Departrhas other processes which address
Identification of family needs is a regular part of supervision. In addition, there are already mar
processes implemented to track this.the local areaa process called 360 has been developed to
community providers and local agencies together. The purpose is to discuss issues and concern
families they are working with and identify resources available within the community, working together
vulnerable families. In addition, theie an immediate review of all intact cases with a new investigati
ensure divisions discuss the case and any identified needs/concerns are addressed. General
performed by Quality Assurance, Intact Utilization, and APT to also ensure fargtéds are being met a
safety addressed. Service plans are reviewed with the family on a regular basis to assess completion
to services and with the core practice model rollout, the emphasis is in conducting Child and Fam
Meetings with the families as active participants in identifying what they need.

DEATH AND SERIOUS INJURY INVESTIGATIONS



OIG Response:Current practice does not prioritize immediate needs. To implement this recommend
the Department needs to identify what it is doing to change current practiog ensure that timeritical
events, like ensuring that a child has needed medication, are addressed immediately.

4. The Departmentés child protection i nivrgetermingdd
pending completion of the criminal investigation and the Department should explore further use of th
flundeterminedo category for cases where there are ongoing criminal investigations or other extenuati
circumstances to allow staff to focus on other investigations.

An investigation shouldot be closed in this manner. Undetermined is statutorily permitted, but is not uj
When a case is placed in undetermined status, it is still pending. The Department cannot hold case|
years, as it infringes on a person's basic rightse Dhpartment always has the option to open a
investigation if new information comes in.

Ol G Response: The Ol G Recommendati on was tha
case open indefinitely, which is what happened in this case.

5. Part of the srvice plan development process must include consideration of what consents will
necessary to properly serve the family. Workers should make every attempt to obtain informed conse
to release of necessary documents at the outset of #evice plan process.

The Departmenragrees.

6. The Department should explore expanding the Child Welfare Training Academy Simulatio
residential home for intact family workers and supervisors.

The Department agrees. However, the primary focus of the Training Academy Simulation is on child p
investigators. Once they have all been through the training, it can be expanded to Intact and Perman

7. This report should be shaed with the involved private agency.
The I nspector General shared a redacted repo

The I nspector Gener al met with agency Admini
discuss the findings and recommendations made in the report.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEGATION Afouryearol d boy was killed and appear ¢
body had been burned paabrtemmakingit difficult to ascribe a cause of death. 7]
boy had been removed fr om h,buhadieenhetumddhome ane ytear e
his death. The f ameighymdordhs griar sodis deattd anth theeerwascahuadedectild
protection investigatioﬁve months prior to the death.

INVESTIGATION Four years before the boy -sibings, then &gg
five, four and two, were | eft uns
temperatures ranging between 32 t¢RB6The mother insisted that she left the three children it
appropriate caretaker, who subsequently left the children overnight in the The children, howeve
consistently reported that it was their mothepwdft them in the carThe boy, thetwo-monthsold, had bee
left in the care of & r i e n dwhe didanatrkriow the mother. The woman informed the assighéd
protectioninvestigator that when the mother broughtitifantto her he was naked andapped in a blanke
The infant boy had been with the woman for two weeks when the investigation of the car incident be
children were removed from their mothero6s cus

The mother was indicatefdr Inadequate Supervision for the three oldest siblings,Sar$tantial Risk of
Physical Injury/Environment Injurious to Health and Welfare by Nedtacthe infant boy. The mother plé
guilty to charges of endangering the life and health of the childwed completed 18 months of court orde
supervision. The children were placed in foster cardghiee and a halyears while the mother complet
services. Over the course of the case, the four siblings were separated and placed into two diffef
homes. Thdive-yearold andfour-yearold were placed together, and th-yearold and thenow decease
boywer e placed together. Foll owing the boybs d
are in the process of being adopted.

The mother was assessed for services and the assessment identified problems with domestic violenced
abuse and theendency for the mother to place her own needs above those of her chitdrenother admitte
to using corporal punishment as a disciplinary method. The older siblings reffatdteir mother woul
whoop them and had used objects such bslt or sandals/flip flops and had kicked and punched them.

The mother was referred for: individual therapy; a substance abuse assepsimggning coach/educati

parentchild psychotherapy with the boy to assist her iestablishing a parewhild connection; and famil
therapy. Regarding the pareditild psychotherapy, the assessor noted that the mother and the b
separated during a crucial developmental period in which the boy was forming attachments and

numerous developmentalilestones.

While the mother completed substance abuse treatment, her compliance and progress in individual t

mi ni mal . The mothero6s initial enrol |l ment in -

compliance. The mother waisen reenrolled at a different therapeutic agency and began individual th
and parent coachirgpvermmonths after the case was opendmily therapy began with the childré@months
after the case was opened. This continueditgitmonths, aftewhich thefamily was transferred to the priv.

agency6s ¢ oun sTad mother was & peaeive indévidual therapy and family therapy was
provided by the privat e Thegnethecattédndddss tharalisokehkeriindivigiua

treatmentsessionsi t h t he pr i vat ethesageaay failedtsoffdr theereqairpdifasnily ther
The two oldest siblings, however, were provided individual therapy through a contracted therapist.

Although the mother attendedsketharhalf of the sessions, her individual therapy services were terminaj
having been successfully completétbreover, at termination she remained wedded to her original sto
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she had not left her three children unsupervised overnight irathducing dangerously cold weather; rat
shewould onlyacknowledgéehat she had left them witlcaretakerwho was not appropriateho subsequentl
left them unsupervised. She also failed to acknowledge responsibility for leaving her unclothedhiifd
with a strangereither the therapist nor her supervisor were employed by the private agency at the ti

IG investigation.

I n addition, neither thetmhmetrfagprn &4 twleareapinstl u
Famiy Team Meetings, which is designed to ensure that all appropriate services are provided

As the mother appeared to be fulfilling her Service Plan, the court permitted unsupervised overnig
Within two months, a new child protection investigativas opened because of suspicious bruising o
oldest child after overnight visits. The child reported that the first bruising was from an accidental fall f
bunkbed at the motherds home, and t he eldest siblings
However, the two oldest siblings informed the private agency worker that their mother would slap th
their hair, and put them in tireut. The mother informed the worker that she did not use corporal punis
and shefelt that the oldest two siblings were trying to sabotage the return home. The child pro
investigation was unfoundetut the visits were supervised for anenthafter whichunsupervised day visi
were allowed. The supervisor reinstated unsupervised overnight visits two months after they were su

I n planning to return the children home, the
identified as a resource and he agreed to assist the mother with childioamer prior to the close of th
fami |l yb6s c asand nothehveere baolonder togetmadd the agency did not assist the mothd
developing a support network.

When the children were returned horarQrder of Protection required that the mother ensurehtivaichoot
agechildrenattenedschool daily, butdi d not have any requirement
age of 3 ¥z years. Following his return home, the boy was never enrolled iKaPHead Start program. TII
private agency worker informed IG investigators that the mother, degitg émployed, wanted to keep
boy home with her.

Two months after the familybs case was <c¢cl osed
oldest siblings began texting their former foster parent alleging that their mother wag theam and that sH
only cared about her boyfriend. During the investigation, however, while the children admitted to sen
text messages, they denied having been hit by their mother. The investigation was unfounded.

During the investigation, thehild protectioni nvesti gat or spoke with t
Thechild protection nvesti gator documented that the dthre
months prior for an iliness, and he wanted the mother to tim@poy back for a checkuo ct or 6
diagnosed the boy as failure to thrive following bouts of diarrheaegadirted by the mothgiPrior to closin
the investigation, thehild protectiorinvestigator told the mother to take the boy back tatwor, but did no
follow-up to ensure that this was done.

Six monthsafter the close of the investigatiaimelocal police department responded to an emergency p
call of an arson in progress. When they arrived they arrested the mother, heryfre@mdb@nd his brothe
The local fire department found a burning bundle in the basement of the abandoned proper
eXxtinguished, they discovered t he steoeyDiesto theexient.
decomposition t h eautbpeyylisied his death as homicide by unspecified means and the actual dat
could not be determined. A new investigation was opened and the asslgldegrotectioninvestigato
documented that a detective with the local police departménbin med her t hat th

bones. The detective disclosed that because of the deterioration, they could not determine if there ha
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physical abuse, but they could see no signs of blunt force trauma or sex abuse. The autau®ddbatith
boy was malnourished and looked as though he had starved to death.

According to the mother, four days prior to the arrest, the boy stopped breathing and she perfor
compressions. When she could not revive him, she wrapped himvireleatad laid down in bed with him. S
did not seek medical attention. The next day, the mother went into premature labor and had twins. Pri

to the hospital,, the mother and the twi ns @andfe
the boyb6s body in the basement. Three days af
ol der brother, decided to dispose of the boyb?o

The mother was indicated for AllegationCeathby Abuse for the boy and Allegation 60, Substantial Ris
Il njury by Neglect, for the surviving sibling
Risk of Injury by Neglect, regarding the twins.

The motherwas chargedWwit mur der and the twinsé paternal u
with attempted arson and cwhowagsilh mimog was hettl ara tharged)
a juvenile.

OIG RECOMMENDATIONS / 1. In return home casesthe Department Office of Legal Services
DEPARTMENT RESPONSES should ensure that an additional condition be incorporated in thg
Order of Protection requiring that all preschool aged children are|
enrolled in and actively attending the appropriate Statd’re-Kindergarten or Head Start program.

The Department has formed a partnership with DHS regainatiact families to ensure we get children to sch
and into protective daycare. Theeagies are in discussions about an Interagency Agreement re
upcoming legislation that specifically addresses day care for intact cases to implement@3&Q00

2. I n return home cases, 60 days prior to th
meet with the parent(s) and school professional® introduce the parent to the school, begin th
registration process, and identify additional community programs that may be available to the family fg
social engagement of the children.

The Department does not agree. An aftercare plan needs to pietmmhfor reunification cases, but it is
intended to be a checklist with specified time franTds®e Department will reinforce in training that yo
children should be engaged in an academic program from school or an early childhood.program

3. In dll child protection investigations where a medical provider requestthat the infant or child be
brought in for a medical visit, the investigation shall remain open until the infant or child is seen by th
medical provider and the child protectioninvestigator consults with the medical provider.

The Department agrees.memo wasssuedo all SCR and DCP staff with these instructions.

4. This report should be shared with the private agency to address the deficiencies in the counse)
servicesprovided to the mother and her children.

The I nspector Gener al shared a redacted repo
The I nspector Gener al met with agency Admini
di scuss the findings and recommendati ons mad
deficiencies.
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DEATH AND SERIOUS INJURY INVESTIGATION 3

ALLEGATION A two-anda-half-yearold died of Anoxic Encephalopathy with Bilateral Lo
Pneumonia after he collapsed and stopped breathing. A child protection inves
was initiate22d ays pri or t o t huafounded ahdibded sixdlayapridr oa h d e wa

INVESTIGATION The familyds involvement with the]

hotline from the chi maksthatappegredaorhecigar
burns on both hands. The reporteralsostatedat t he chi |l dés face hadlt
wasfurther reportedthat the mother was with an unknown male the last time the child was in dayca
week ago) and this unknown male hit the child across the face.

The daycare recordonfirmed a growing concern by staff that the child was being abused. A week |

thehotinecal | , the childbés teachero6s contempor aneg
Awith a bruised right Isiipded oTfh ehinso tfhaecre waansd cao
guestioned about the injuries, she said that

took pictures of the injuries.

The caller from the daycare asked to be anonymowes) though she was a mandated reporter. Shq
however, leave a phone number from which the investigator was able to determine that the call camsd
daycare.

The grandfather had picked the child up from daycareahdn interviewed byhild protection, stated thg
someone at the daycare had told him that the
hands had occurred at the daycare. Inspector General investigators asked staffiptethe daycare if thj
child was eer injured at the school; they all denied that the child was ever injured at the daycare.

The child was seen ian emergency room.The emergency room physician believed tharks could be)
impetigo and consulted with the resident pediatrician. Tledigtricianrecommended a full child abu
assessmeniThe emergencroom physician however,recommendd either a child abuse assessment g
assessment at a hospital withbarn clinic to rule out that the marks wetsurrs. The child protectiof
investgatorandon-call supervisodetermined that thehild should beevaluated ah specificburnclinic. That
burn clinic did not have a protocol fmonductinga child abuse assessment.

The following day the mother took the child to a hospital burn unit as directelildyprotection. Anurse
practitioner initially ruled out impetigo and determined that the injuries appeared to be friction burn
determination was affirmed by a plgian.

The mar ks on t henbahhthe lfrahttand back af lisshandse whieh would make it unlikg
have occurred in a single fall. The investigator never resolved the question of how or where the fricti
occurred. In an interview with the Inspector General investigatorstise practitioner said that she did
delve into the mechanics of how the injury occurred. She said she made no determination of whethe
abusive. She stated that she believed that the determination of whether the injuries were caused by
determination for the Department to make.

Thechild protectioninvestigator confirmed for the Inspector General investigators that she never spok
hospital nurse practitioner or the physician; and when she found out the diagnosis was tnint8helassums
that friction burn meant the injury was an accident and not inflicted. She could not explain how a si
resulted in injuries to multiple planes of both hands.
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TheBurn Clinic where thehild was seehasa BoardCertified Child Potection Doctor; however, that docl
was never consulted. To further complicate the case, both the supervisor and the investigator believe

had submitted the case to the Miisciplinary Pediatric Education and Evaluation ConsortiMBEEC)for

a second opinion, but that it had been rejected. In fact, the case was never reviewed betraestighéon
was unfamiliar with technical requirements of submitting a case for a second cguiche MPEE intake
coordinator failed to provide techmicassistance

Child protection investigators are required to observe the environment where the maltreatment was
have occurred. Despite the grandfatherdos and
investigator never wedrto the daycare or questionedyane there about the injuriddeither the superviso
who provided supervision during the -8ily investigationnor the Aea Administrator, who reviewed t
investigationnoted the need to verify the place or mechani¢hefnjury.

Two days following the close of the investigation, the chitderiencedardiac arrest. He died four days la
The autopsy determined that the manner of death was Undetermined and sydpitiausubsequerhild
protectioninvesti gati on did not find sufficient evi

MPEEC reviewed the case after the childbés de
was the result of progression of his underlying medamaidition, asthma exacerbation resulting fron
respiratory illness.

OIG RECOMMENDATIONS / 1. The Department should consider amending the State Centrg
DEPARTMENT RESPONSES Register script for addressing Mandated Reporters who reques
to be anonymous. The Script should ensure that mandatsd
reporters are informed that by remaining anonymous, they may be found in violatin of ANCRA.

A memo was sent to all Hotline staff by thiet®CentralRegisterAdministrator regarding the additional scr|
to use with mandated repaigevanting to remain anonymous.

2. The MPEEC Second Opinion Formshouldbea v ai | ab |l e t ahild protectiostaf.i o n 6

The Department agree€hild protection management is working with the Medical Director of MPEEC o
MPEEC Second Opinion Form. Once completed, the form will be issued through the Office of Ch
Family Policy.

3. The Administrator of Child Protection should convene a case discussion, using this report as a teach
tool, with Child Protection Area Administrators, to ensure that staff understand the protocol for
requesting a second opinion from MPEEC and the need to complwith Procedures 300.100Medical
Requirements for Reports of Child Abuse and Negj¢gtobtain a second medical opinion when necessay
and the importance of determining the place and mechanics of injuries to a young child as well
investigating whethe there were any witnesses.

The Department worked with MPEEC to clarify the language difference between-site oferral (forthe
c i thypspitals that are not part fPEEC) and a true second opinion performed by MPEEC. There hayv
ongoing disassions in varioushild protectionmanagement meetings statewmlaoutthe ability to obtain 1

second opinion as well as the logistics and resources available to obtain them.
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4.The Area Administrator, Supervisor and Child Protection Investigator should be counseled for failin
to ensure that the Environment where Maltreatment Occurredwas observed, for failing to comply with
Procedures 300.100 by obtaining a second medical opinion when necessary and ensuring thatityeare
staff were interviewead concerning the injuries and for failing to question medical staff concerning th
mechanics of the injury.

The Supervisor and Child Protection Investigat@re counseled. The report was discussed thighArea
Administrator

5. This report should be $ared with the Supervisor, Child Protection Investigator and the Orcall
Supervisorto discuss the appropriate use and procedure for referring a ¢kl to an MPEEC Hospital for
a condopinion for the benefit of the child, especially with suspicion oburns.

TheReport was sharedgith the Supervisor, Child Protection Investigator and thee@hSupervisor.

6. This Report will be shared withtheho s p i GeadradGounsel.

The Inspector General shared a redacted report with the héspitalG eCounsela |
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DEATH AND SERIOUS INJURY INVESTIGATION 4

ALLEGATION An 1l-yearold girl accidentally shot her thrgearold brother in the head whi
playing with a gun she found in their home. The parents had left four of their ch
ages three to eleven years, home alone. A fifth child, whalisadilities, had been iresidential care for foy
years at the time of the shooting.

INVESTIGATION The investigation of the accidental shooting was the eleventh time the Depg
had investigated this family since 20@&lice reportefinding a weapon and a spsd
shell asing aswell as a bag of what was believed to be crack cocairthe homeAccording to thell-year
old sibling, the children were home alone and decided to play cops and robbers. She found a gun in af
gun box in the living room, pickeduptgeu n, and Apushed the button.
yearold brother in the head. The boy was hospitalized and survived.

The mother said they were only goB@minutes when they received the call from the neighbor that thef
had been shot. The motherhadacomtkalar ry | i cense and was the |
history prevented him from legally owning a gun. The mother claimed shehesgun in a locked box af
stated that hetl-yearold daughter must have found the key and unlocked the gun box. The Departmg
protective custody of all four children. The three girls were placed with their maternal grandmothg
brother joired them when he was discharged from the hospital. The Department indicated the mq
wounds by neglectisshewas the owner of the guand both parents were indicated smubstantial risk o
physical injury/environment injurious to health and wedfaby neglect inadequate supervision a
environmental negledtecausaeither parent was in the home at the time of the incident.

The father has eight drug related convictions, and a conviction for disorderly conduct. He was arres
times for danestic violence; however, his only domestic violence conviction was in 2001, before he
involved with the mother. At the time of the shooting, there was a pending domestic battery charge

from an incident in which the father held the sameguused by the chil dren,
had been arrested multiple times for physically assaulting the mother. Several yearstteadaher wa
arrested for strangling the mother. The mother refused to sign a complaint saying steradio do so. Lat
that same year, the father was arrested afte

around her eye. The father also Habags of what was believed to be marijuana in his possession.

months late police arrested the father again aftealegedlyrepeatedly punched the mother in the face le

her with a swollen and blackened left eye.

Unfounded and Expunged Child Protection Investigations

Between May 2008 and November 2012 this fatnégsix child protection investigations that were unfoun
and expunged.In August 2017, the Department began expanding the information availalderciog
expunged investigations

The first unfounded investigation was againstriaernalgrandmother for allegedly leaving the childrer]
home alone while she left to buy drugs. The second unfounded investigation was against the father for
hitting his child and causing her to have a bruise under her eye. The third unfoundedatioastigs agains
the mother for allegedly providing inadequate housing for her children. The fourth unfounded investig
against the mother for allegedly leaving her young children home alone. The fifth unfounded investig
against the mothiefor allegedly providing inadequate supervision and environmental neglect. Thd
unfounded investigation was against the mother and father for environmental neglect.
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Indicated Investigations

The family wadirst indicated almosteightyears priorto the shootingafter the school noted a rug or fricti
burn onthe arm of their disabled fowearold. During the investigation, the child protection investig
observed the home to be uninhabitable, and advised the mother that she and the emitttdricnleave t

home as it was not saf e. The <c¢chil doTheteaehanotices tha
he had Acakes of mudo on his feet and found
oftencreswhe he has to go home. The teacher of th

and her pants were too smatherchildren would make fun of her; staff frequently asked the mother t
her daughter to the bathroom to wash her fadeaams before school. The child protection investigator o
the family intact family services, but they refus&te burn allegation was unfounded after a doctor exa
the child and the parents were indicated for environmental neglect.

The seconand third indicated investigationthat occurred fouyears prior to the shootingan concurrentl
and bothinvestigations closed on the same date. Sd@mndnvestigation indicated the mother for inadeq

shelter to her seveyearold child; and enivonmental neglect for three of her children. Thied investigation,
indicated the mother for medical neglect, inadequate food and failure to thrive as to tiyeaight disable

child. The eightyearold was placed out of the home in a residential facility.

One year after the second and third indid@weestigations, a fourthvestigation was initiated while the mot
was eight months pregnant. The father had barricaded the door with 2x4s and other ftefuting to ope
it. The police heard a loud scream from the apartment and physical contdch e mot her wa
just |l et me out. o6 The kids could be heard scr
door. The kids were in the living room; they were dirty and had no shoes on. The police observe
furniture, and noted the home smelled and had no be&lds. father wascriminally charged wit
resisting/obstructing a police officer and domestic batt@éne dayprior to closing the investigation, the ch
protection investigator went to the family home. Theestigator documented that all home utilities wer
working order and the residence was clean; he also observed the children noting no concerns. The
the investigator documented that he c o msTheparend
were initially indicated for allegation 60, substantial risk of harm/environment injurious; howevg
indication was unfounded by administrative appeal and the report has been expunged.

Services

The mother completed parenting educatibat did not engage in recommended individual therapy.
investigator referred the father to parenting classes, family counseling, parenting behavioral the
individual counselingnone of which he completed. The paramderwentomplete psyablogical evaluatios
and a parenting capacity assessment which found that the parents had a medium to high risk of contin
The assessment also determined that the parents had other riskifiatidisglower intellectual functionin
unrealistt expectations for their children and impaired judgement.

Placement Case

The Administrative Case Review (ACR) for the eightirold child at the residential facility noted that th
was no documentation that the siblings were being monitored. Althibegivorkers consistently visited t
disabled child at the specialized facility, neither the first worker, who managed the case for 32 month
new worker, who managed the case for 13 mouiiisumented any visits to see the other childtéiresding
at homewith one exception. The new worker documented an attempted visit to the home, but was no
in by the parents; this visit took pla2#& days prior to the shooting.

One of the workers stated that there had been one additional attengité¢kdat had not been documen
where the father would not allow her to come to the hanséead arrarigg to meet her in an empty lot. S
saw the children and spoke with the fathg@ee Appendix for full redacted report.)
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OIG RECOMMENDATIONS / 1. This report should be shared with the current worker for
DEPARTMENT RESPONSES future case planning.

The Department agree3he report has been forwarded to the private agency to share with the new w
future case planning

2. SACWIS shoud link the unfounded A sequence from 2008 and unfounded D sequence from 201
the parent sd nthoseeinvestigd&lions are anty Foynd through a person search for t
disabled child

The Department agre€bhere is an issue in SACWIS that didt allow all the investigation history to app
under the mom's name. OITS has installed a fix in the SACWIS release that links the investigations.

3. The Department should conduct an audit of split custody cas@se. cases in which somef the children
are in state care and some are at hore A review should determine if the children at home need mor
intensive services.

The Department is in discussions with OITS on a report which would give this information. Once the
finalized, the Degrtment will determine how to review and follow up with the identified families.

4. Management should conduct an enhanced review of families with investigations over C sequeiffites
OIG provided a draft tool). The review should evaluate whether chroniéssues in the family are being
addressed or are capable of being addressed.

A ACO sequence report Review is in final dev
all DCP Area Administrators review the report and cases with steffrto ensure appropriate action is ta
In the meantime, there is a desktop alert which identifies any open family case with a new investigati
Area Administrators are expected to review these cases weekly with supervisors to ensure asfespé
and family needs are being addressed. Atthe same time, APT is reviewing these same cases to ens
between investigator and worker and to also ensure appropriate actions are taken and the famil
assessed appropriatePrea Administrators participate in many of these reviews and understand their ro
review cases with a more critical lens and identify and assist any underlying issues.
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PART II: CHILD DEATH REPORT

Inspector Generaltaff investigate the deaths of children whose families were involved ittitbés child

welfare system withitthe precedind.2 months. Inspector Genersthff receive notificatiof the death of

a child from the lllinois State Central Register (8] when the death is reported to SERnspector

Generalstaff investigate the Departmé 6 s i nvol vement with {tylwlken@d)eceasec
the child was a youth in the cas€DCFS; (2) the family is the subject of an open investigation or service

case at the time of the chil dos vestgatiorhor semwice case8) t h e
closedwithin the precedind2 months.Whenever Inspector Genelalvestigators lear of a child death

meeting theseriteria, the death is investigatéd

Noti fication of ainedtigatorg @sew df eeaordh. Inspactort Gerzetalensestigators
review the death reports and information avail abl
i nvestigator then obtains a cudpgyiemomnshRecordsentap bed s i nc
requested,impounded,or subpoenaedThen they arereviewed. The majority of casesnvolve an
investigatory review of records, often including social service, medical, palik school records, in

addition to records generated by the Departhor its contracted agencies.

When warranted, Inspector Generalestigators conduct a full investigation, including interviedvsull
investigation may resulh a report to the Director of DCE$dividual cases may not rise to a level
necessitatig a full investigation, but collectively can indicate systemic patterns otgpnskthat require
attentionInspector Generaltaff may address systemic issues through a variety of means, including cluster
reports, initiatives, and trainings.

In FiscalYear 2018 Inspector General staff investige@8dleaths of childremvho died between July 1,

2017 and June 30, 2018, meeting criteria for rev
involvement is included in this annual report. During this figear, investigatory reviews of records were

conducted ireachof the98 deaths, leading té full investigations which remain pending. Comprehensive
summaries of death investigations reported to the Director in FY 18, which may include deaths tresd occurr

in earlier fiscal years, are included in the Investigatgacttion of this annual report.

Sixty-eight of the 98child deaths reviewelly Inspector General staff also underwent a child protection
investigation of the deatfhirty-two of the deaths (47.1%) were indicated, 31 (45.6%) were unfounded
and 5 (7.4%) remain pendinghirteen of the deaths were ruled homicide in mar2wegf the dedis had

a manner of undetermined; d9the deaths had a manner of accidant 12 of the de¢ls had a manner

of natural.

1SCR relies on coroners, hospitals, medical examimet$aav enforcement to notify them of child deaths, even when
deaths are not suspicious for abuse or neglect. Some deaths may not be reported. As such statistical analysis of child
deaths in lllinois is limited because there is no central repositorynitlaties the total number of children that die in

I'llT'inois each year. The Cook County Medical Examinerds
autopsied at the Medical Examinerés office.

2Occasionally SCR will not receive notioéa child death and Inspector General staff learn of it through other means.

5The Inspector General wishes to acknowledge all the ¢

Office for responding to our requests for autopsy reports.
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SUMMARY

Following is a statistical summary of the &l@ld deaths investigated by Inspector General staff in FY 18,

as well as summaries of the individual cases. The first part of the summary presents child deathgdby age an
manner of death, case status and manner of death, county and manner of death, and child protection death
investigations by result and manner. The second part presents a summary of deaths classified in five
manners: homicide, suicide, undetermined, actided natural.In Fiscal Year 2018 there were no deaths

of children classified as suicide in manrielease ate that the term coroner is used for both coroners and

the Cook County Medical Examiner in the individual summaries.

Key for Case Status athe time of Inspector General investigation:

Youth in Care:

Deceased was a Youth in Care.

Unfounded DCP.

Family had an unfoundezhild protectiorinvestigation within gyear of
childds death

Pending DCP.

Family was involved in a pendiraghild protectioninvestigationat time
ofchh | dés death

Indicated DCP.

Family had an indicatedhild protectioninvestigation within a year o
childdéds death

Child of Youth in Care:

Deceased was thahild of a youth in care, but not in care themselve

Openr/Closed Intact

Family had an open intact famibgrvicesc ase at ti m

i e
or within a year of childoés dc¢

Open Placement/Split Custody

Deceased, wd never went home from hospitahd had sibling(s) in
foster care or childvasin care of parent witkiblingsin foster care.

Return Home:

Deceased or sibling(eturned home to parent(s) from foster ¢
within a year of childds deat!|

Child Welfare Services Referral

A request vas made for DCFS to provide services, but no abus
neglect was alleged

Preventive Services/Extended Famity

Intact family services case was opened to assist family, but not as g
of an indicated child protection investigation.

Former Youth in Care:

Child was a youth in camngithin a year of his/her death

4The @uses andmanners of death adetermined byrospitalsmedical examiner corones andcoroner§ |
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TABLE 1. CHILD DEATHS BY AGE AND M ANNER OF DEATH

CHILD AGE HoMICIDE SUICIDE UNDETERMINED ACCIDENT NATURAL TOTAL

q, At birth 1 1
< 0to3 2 10 12 9 33
@ 4106 6 4 10
= 7to1l 2 2 4
S 12 to 24 1 4 2 4 11
2 4 1 1 1 7

3 1 1 2

4 1 1

5 1 3 4

6 1 1 2

7 2 1 3

o 8 1 1
< 9 )
“é 10 1 1
& 11 1 1 1 3
> 12 -
13 -

14 2 3 1 6

15 2 2

16 1 1

17 1 1 2

18 or older 1 2 1 4
18 0 26 27 27 98

TABLE 2: CHILD DEATHS BY CASE STATUS AND M ANNER OF DEATH

REASON FOR OIG INVESTIGATION * HoMICIDE =~ SUICIDE ~ UNDETERMINED =~ ACCIDENT =~ NATURAL | TOTAL

DCP Pending 4 2 4 2 12

Unfounded 4 10 11 12 37

Indicated 4 5 2 4 15
Youth in Care 4 3 4 5 16
Former Youth in Care -
Return Home -
Open Placement/Split Custody 1 2 3
Open Intact 2 8
Closed Intact 1 1 3
Child of a Youth in  Care 1 1
Child Welfare Services Referral 2 2
Preventive Services/Extended Family 1 1

*When morean one reason existed for thE3Onvestigation, the death was categorized based on primary
reason.
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TABLE 3. CHILD DEATHS BY COUNTY OF RESIDENCE AND M ANNER OF DEATH

O O D D D R D A D ATURA OTA
Adams 1 1 2
Champaign 1 1
Clay 1 1
Coles 1 1
Cook 7 12 7 9 35
DeKalb 1 1
Edgar 1 1
Franklin 3 3
Fulton 1 1
Hancock 1 1
Henry 1 1
Jackson 1 1
Jersey 1 1
Lake 2 2
Lawrence 1 1 2
Lee 1 1
Macon 1 1
Macoupin 1 1
Madison 2 2 3 7
Marion 1 1
McLean 1 1
Montgomery 1 1
Ogle 1 1
Peoria 1 1 1 3
Pike 1 1
Richland 1 1
Rock Island 1 1
St. Clair 1 1 2
Sangamon 1 2 1 4
Stephenson 1 1
Tazewell 1 1 2
Union 1 1
Vermillion 1 1
Warren 1 1
White 1 1
Whiteside 1 1
Will 1 2 1 4
Williamson 1 1 1 3
Winnebago 3 3

18 0 26 27 27 98
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TABLE 4: CHILD PROTECTION DEATH INVESTIGATIONS BY RESULT AND M ANNER*

FINAL FINDING \ Homicide \ Suicide Undetermined Accident Natural

Indicated 12 - 9 7 4 32
Unfounded 0 - 12 11 8 31
Pending 1 - 3 1 0 5
Total 13 - 24 19 12 68

*Child deaths in which at least one person was indicated or unfounded for death by abuse or death by
neglect. Note that persons indicated for death will stay on the State Central Register for 50 years.

FY 2018DEATH CLASSIFICATIO N BY MANNER OF DEATH

HOMICIDE

Eighteendeaths were classified homicide in manner
Blunt trauma due to child abuse 8
Gunshot wound 6
Dehydration/starvation 2
Stab wounds 1
Blunt trauma due to vehicle striking bicyclist 1

I

ALLEGED PERPETRATOR INFORMATI ON:*

PERPETRATOR NUMBER

Mother 3
Father
Mot her 6s Boyfrien
Fatherds Girlfrie
Uncle

Unrelated Caretaker
Unrelated Adults
Unknown/Unsolved

RlwlkRrlR[{RP|[FP|w|w

Unrelated peer

[EEY

Police Officer

*Some deaths have more than one perpetrator

UNDETERMINED

Twentysix deaths were classified undetermined in manner
CAUSE OF DEATH NUMBER

Undetermined 14

Asphyxia

Sudden unexplained infant death

Closed Head Injury

Drowning

Drug Overdose

[N = = = CN N

Pending
TOTAL 26
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ACCIDENT
Twentysevendeaths were classified accident in manner.

CAUSE OF DEATH NUMBER
Asphyxia/Suffocation/Sleep-Related 14
Blunt trauma injuries 6
Drug overdose 2
Drowning 4
Hanging 1

z

NATURAL

Twentysevendeaths were classifiedatural in manner

Complications Related to Prematurity 7

Asthma/Respiratory lliness

Pneumonia/Sepsis

Congenital Problems

Influenza/Viral lliness

Dandy Walker Syndrome

Complications Related to Cerebral Palsy

Cancer

Sudden Infant Death

PP RPN N ®®®WW| P>

Undetermined Cause

TOTAL

N
~

N
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Total

Child Death by Manner for FY 2018
(98 total deaths reviewed)

Vo

Child Protection Investigation of the Death
by Result and Manner
(68 deaths total)

14
12
Outcomeof
10 Child
Protection
8
m Indicated
6 m Unfounded
4 m Pending
2
0 [ |
Homicide Undetermined Accident Natural
Manner of Death
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Preventive
Services/Extended
Family, 1

CWS Referral

Child of YIC1
Closed Intact3

Open Intact 8

Open Placement/Spli
Custody 3

CHILD DEATH REPORT

Reason for OIG Review
(98 deaths reviewed)



HOMICIDE

Child No. 1 DOB: 2/2000 DOD: 8/2017 Homicide
Age at death: 17 years
Cause of death Gunshot wound to the back
Perpetrator: Unrelated adult
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative : Seventeetyearold boy fatally shot by a police officer after the officer pursued him
another teenage boy, following a carjacking. A vehicle was reported stolen in a carjacking by twi
suspects; the police spotted the stolen vehicle and attetogsed it over; howeverthe driversped away
and a chase ensued. The chase ended when the vehicle struckraderniihe suspects jumped out
the vehicle; both offenders were brandishing hand guns while on foot. As the officer exited his sd
he identified himself to the offenders and gave a verbal command. The offenders did not comply
verbal command; the officer feared for his life and shot the youth. The youth was transporte
hospital where he was pronounced deceased. Thieahegaminer ruled this as a homicide. The lllin
State Police Integrity Unit investigated the police involved shooting.

Prior History : The mother of the youth has an extensive history with the Department that dates 1
The mother gave birtto at least two substance exposed infants. In June 2003, the deceased yout
siblings were taken into custody by the Department. The case was adjudicated with a finding of
and abuse by the court, with guardianship given to the Departm@&dviember 2003. The matern
grandmot her became the <childrenbdés relati veé
terminated; and in April 2008, the maternal grandmother adopted the deceased youth and thn
siblings. In November 2010, tl®epartment received a report alleging that the maternal grandmoth
suffering from panic attacks, mental health issues, and a substance abuse problem. In Decemb|
case for intact family services was opened. In April 2011, protective custixlyaken of the childre
In June 2012, he was placed in specialized foster Theematernal grandmother surrendered her par
rights in June 2013. The deceased youth had several placements, including traditional and relat
homes, and groupomes By the age of fifteen the deceased youth had eight felony convictions,

July 2015, he was sentenced tofive ar s 6 probati on. I n Decembe
with his paternal grandmother, where he remained until his deathdédemsed youth was attend
counseling and he was also involved in therapeutic mentoring; however, he refused to ern
participate. The deceased youth was terminated &qgob readiness and peace group that had
recommended by his probation ioffr because of lack of participation. In August 2016, a judge p
him in a mandatory program to provide him with services and classes due to violating probation by
curfew and being arrested. In late November/December 2016, a new caseworkassigasd. Ir
December 2016, the paternal grandmother gave notice to have the youth removed from her hom
of a drive by shooting that involved the youth; however, he remained in her home and she conf
work with the youth and advocate for lmiseds. In March 2017, the caseworker attended court wit
youth for possession of a gun. The youth pled guilty; his current probation was continued.

Child No. 2 DOB: 5/2001 DOD: 8/2017 Homicide

Age at death: 16 years
Cause of death Complicationsof multiple blunt force injuries, motor vehicle striking bicyclist
Perpetrator: Drunk driver
Reason for Review Split custody
Action Taken: Investigatory review of records

Narrative: Sixteenyearold boy struck by a motor vehicle while riding ligycle and died from th
injuries that he sustained from being struck. The teen anddmslfriwvere riding their bicycleshé friends
were riding their bikes in front of hiwhena drunk driver struck the teen. The teen was taken t
hospital and wa in a coma until his death eight days later. The driver was arrested and faced
charges. The Department did not investigate the death for abuse or neglect.
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Prior History : The family had a long history with the Department. There were seventeen unfg
child protectioninvestigations and numerous intact cases from 2000 through 2014. The deceased
one sibling and two maternal haliblings. The deceased and his yoembrother were reported to

mentally and physically delayed and autistic. The thirgsarold brother cognitively functioned at tf
age of a fiveto six-yearold and the fourteegearold (deceased) cognitively functioned at the age
sevento tenyearold. In November 2014, the hotline received a call to report that the police b
involved with the family due to inappropriate pictures found on the computer. The computer had
eight minute video that showed the mother, an unknown male, anh e mo t -hearolddaugliter
smoking cannabis and drinking. The mother admitted that the teen smokes marijuana and drir
she is present. The investigation against the mother was indicated for substance misuse. An intz
servicescase was opened because of this investigation. In January 2015, the hotline received
report that wh eyearold son arived lateschd@okhis fageavasvseollen, including
right eye. The chil d s aipddhimhaerbss thé face two tintes r
investigator observed the child with extensive bruising to the right side of his face. The moth
paramour, and the other children all confirmed that the paramour slapped the child in the face.

investgator observed the bruising, protective custody was taken of all four children. They were|
with a relative and the case was opened for placement. The investigation against the mothe
paramour for cuts, bruises, welts, abrasions and oraiijus t o t h e -yeardldhserr wag
indicated. The investigation against the mother for medical neglect to her son was unfound
investigation against the mother for substantial risk of physical injury/environment injurious to heg
welfare by neglect to all four children was indicated. The three boys were placed in a relative fost
and the girl was placed in the home of a different relative caregiver. The mother and children par
in services, including counseling. The moth&ited the boys regularly. In August 2015, the hot
received a call to report that the thirtegrarold brother had inappropriate sexualized behaviors.
all egation of sexual mol estation was uréfvet

yearold. The allegation for substantial risk of sexual aklesaialized behavior of a young child to {
teen was indicated. In October 2015, the thirtgesrold brother was placed in a residential treatn
center for autism and sexualized aeiors. In January 2016, the mother was found fit at her permai
hearing and had completed all recommended services. In February 2016, it was court ordere(
ot her two boys return home to their ndanshipenmth
her foster family and was finalized in August 2016 and her case was closed. The caseworker v
mother and her two sons at their home twice monthly and once a month she transported the mot
residential facility to visit her der son.

Child No. 3 DOB: 1/2012 DOD: 9/2017 Homicide
Age at death: 5 years
Cause of death Gunshot wound to the head

Perpetrator: Father
ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records
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Narrative: Five-yearold boy shot in the head by his thittyreeyearold father before shooting himsg
in the head. The young boy was pronounced dead at the scene; his father was taken by ambulg
hospitalwhere he later died. At the time of this incident, there was a pending child protection inves
involving the father for sexual molestation and sexual exploitation to an efeaenld boy. While the
investigation was pending, a safety plan wasitppiace for the fiveyearold child. The mother agred
to care for her son in her home and to not allow any unsupervised visits with his father. The invg
further advised the mother that the father had guns in the home and she needed tolladoatefoing
to the home. Four days before the incident the father voluntarily checked himself into the hos
suicidal ideation. On the day of the incident, he was released from the hospital and contacted th
asking to see his fivgearold son. The mother planned to meet him in a public place to gather s
supplies; however, he did not show and the mother went to his hibméather invited the child into th
home to play video games; the mother followed him into the home. The falihéné mother to get th
school supplies, so the mother left the child in a room with the father. As the mother stepped o
room the father immediately slammed the door and barricaded it. Minutes later she heard guns
mother went to her cand called the police. The autopsy found that the child died from a gunshot
to his forehead. The father was indicapeghumouslyfor death by abuse. The mother was indicateq
death by neglect, because she left her child with his fatherlatigio of the safety plan.

Prior History : In 2016 the fiveyearo |l d chi | d6s parents were s§g
father and had visitation with his mother. In September 2017, five days before the incide
enforcement contacted thwtline with allegations of sexual molestation and sexual exploitation

elevenyearold boy by his babysitter, the father of the deceasedytatold child. In a forensig
interview, the eleveyearold boy denied ever being sexually abused. In Nder 2017, the report fq
sexual molestation was unfounded because of insufficient corroborating evidence. The mothe
elevenyearold boy reported that the father of the deceasedyiaaold boy provided child care for hg
son and his siblings dgiand they spent the night at his home on numerous occasions. The mothe
that her son was sexually abused or had been touched in a sexual manner by anyone. The motl
child denied sexual abuse. The babysitter to the elggarold and fabher of the deceased fiyearold
was a convicted sex offender. He had completed treatment including assessments and counselir]
and was no longer required to register as a sex offender.

Child No. 4 DOB: 8/2013 DOD: 9/2017 Homicide

Age atdeath: 4 years
Cause of death Multiple stab wounds to the chest
Perpetrator: Father
ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records

Narrative:  Fouryearold boy and his mother were found murdered in their home. The mal
grandmother was concerned for her daughter and grandson because she was unable to contact h
and she did not show up for work. The grandmother went to her daughterr e si denc e

discovered her daughter and grandson both deceased. The autopsy determined thatettueofduroy
died from multiple stab wounds to the chest. The father was charged with murder after he adf
killing his son andhe mother of his son. The Department did not investigate the death.
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Prior History : The mother had two older boys, ages nine and seven, that lived with their father.
2017, the hotline was cont act ewb-yeawrold maternal wels h
his nineyearold son and twelwgearold cousin. The Department investigated the mother for subst
risk/environment injurious by neglect to her son; and the uncle for substantial risk/environment ir
abuseincidents @ violence or intimidation to his nephew and niece. The two boys were interviewe
sevenyearold denied the uncle hitting him and the niy@arold boy informed the investigator that |
uncle did hit him for talking back. At the beginning of thiggatigation, the mother and feyearold

boy lived with the maternal grandparents and the maternal uncle; however, while this investigat
pending the mother and feyear old boy had moved into their own residence. The mother, uncl
maternal gandparents were interviewed and the fgearold boy living in the home with his mother w
observed with no signs of abuse or neglect. The uncle admitted to hitting hyearwéd nephew onc
with a belt on his back for being disrespectful to theemmatl grandparents. The uncle denied hitting
niece. In addition, the investigator interviewed the niece who denied all allegations. In October 2
report was unfounded. There was no evidence that the alleged offender placed the child inesuiskt
of physical injury.

Child No. 5 DOB: 10/2016 DOD: 9/2017 Homicide

Age at death: 11 months
Cause of death Craniocerebral blunt force trauma
Perpetrator: Unknown
Reason for Review Open i ntact case at time of child
Action Taken: Investigatory review of records

Narrative: Eleverrmonthold baby was transported to the hospital with a large contusion on the
the head; bruising on the forehead, chest and back area; and was pronounced deceased the foll
Aweek beforehi s deat h, t hiackleft ihian m ¥hé care ofa frignd. it is not known when
baby was last seen alive. Law enforcement was driving down the street when they obse
babysitt eidamld soeumingtdenwas the street holding baby. Law enforcement stopp
the teen, who said he dropped the baby and rolled on top of him. The baby was unrespong
enforcement contacted EMS and paramedics transported the baby via ambulance to the local hos
injuries the baby suffeceincluded bruising to the upper chest and neck, a bite mark to the left upps
bruising to the forehead and ears bilaterally and a healing fracture of the eighth rib. The seaa¥td
old was left alone with the baby while his mother left the hauseas sleeping; there are conflicti
stories. The teen was taken into custody by police. He stated that the baby was asleep in the liy
in a gaming chair, and he was lounging on a futon behind the baby. He got up and went to his n
when he ame back he tripped over the dog and fell on top of the baby. The information provided
seem plausi ble based on the babyéds injurie:
for physical abuse and arsdrhe Department is invegtting the mother for death by neglect; inadeq
supervision to the deceased baby; and substantial risk of physical injury/environmental injurious t
and welfare by neglect to the deceased baby and his two siblings after learning that the g
supposed to pick up her baby from the babysitter a few days prior. The Department is also inve
the babysitter and her seventgerarold son. Allegations against the seventgearold son includg
death by abuse, and cuts, bruises, weltssiins and oral injuries to the baby. Allegations agains
babysitter include inadequate supervision to the baby; cuts, bruises, welts, abrasions and oral i
neglect to the baby; environmental neglect to the sevewymsmold, inadequate supasion to the
seventeetyearold son; andubstantial risk of physical injury/environment injurious to health and we
to the seventeeyearold. The child protection investigations and the criminal investigation re
pending.

32
CHILD DEATH REPORT



Prior History : The moher had a history with the Department and was a youtiare from 2002 to 2009
Her first involvement with the Department as a parent occurred in May 2007, when she was invd
and unfounded fosubstantial risk of physical injury/environment injureoto health and welfare
neglect to her temonthold son. This investigation has since been expunged. In October 2014, the
was investigated and unfounded for cuts, bruises, welts, abrasions and oral injuries to lyeaedjtit
son. This invetigation has since been expunged. In February 2017, it was reported thatybersid
was unhappy at home because his mother and her paramour argue all the timst take care of h
younger siblings and the paramour was indicated in 2015 foresubsti al r i sk of se
paramour was investigated for substantial risk of sexual dbsegr offender has access to the child
and the mother and paramour were investigated for inadequate supervision to the children ages
three and foumonths (the deceased babyhe investigator reviewed a prior investigation on
paramour; he had completed a sex offender assessmentaanabt found to present with any sex
pathology and was low risk to reoffend. The parents admitted that they leave-yeatelt to watch the
younger children for short periods of time, but denied that they ever left him to care for the ba
mother noted that the family had moved a lot due to her instability. The investigator spoke with the
about safe sleep habits with their infant. The children were assessed as safe. The investig
inadequate supervision was indicated againshiib#her and paramour and the investigation againg
paramour was unfounded. The family agreed to intact family serdittes.the mother and her paramg
broke up herequested andigned a letter refusing services. By May 2017, the mother reporteshth
and the children were living with herfiyeearo | d 6 s f at her . The wor ker
with no safety concerns. By July 2017, the mother had still not engaged in services, and had not
a mental health assessment. Theyear-old still had not been assessed for counseling, the m
reported that he would start seeing a counselor at school when school was back in session. In §
2017, the worker got a call from the child protection investigator that the baby had pass/. After the
death, the two children remained in the home oftheyfearo | dds f at her . Il n N
signed over guardianship of the childrento the-figaro | d 6 s f at her . The i n
has had minimal contactivih t he casewor ker since the bab
babysitter of the deceased baby has a long history with the Department. Her only child is her sg
yearol d son. Prior to the babyd stiodsédbetwebn 2002 and 20
(seven unfounded).

Child No. 6 DOB: 9/2017 DOD: 10/2017 Homicide
Age at death: 1 month old
Cause of death Blunt force injuries of head due to assault
Perpetrator: Unknown
Reason for Review Indicated child protecton nvesti gati on within a
Action Taken: Investigatory review of records
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Narrative : Onemonthold infant found unresponsive by her father when he woke up in the
morning. He woke up the mother and she called 911. The infantwas ns por t ed t o
where she was pronounced deceased. The police called the hotline to report the death and the [
opened a child protection investigation into the death. The father stated that he was drinking t
beforemad t hat he had fallen asleep on t he syeaf
old step sister give her a bottle and then she put the infant in the crib on her stomach. The moth
reported that the infant had been sick wittoll and colicky, but she had not taken her to the doctor
mother stated that she woke up at approximately 2 a.m. and fed the infant; she then took a bottl
the infant on her back to sleep with a blanket because it was cold. The father réqatrtedwoke up g
5 a.m. to find the infant on her side with her face toward the side of the bassinet. The autopsy f¢
the infant had blunt trauma to the head, with two sites of impact, multiple bleeds in the brain
abrasion above the eyétkvsuspicion of possible shaken baby syndrome and ruled a homicide. N
parent or the stephildren could provide an explanation for the injuries to the infant. Considerin
information, the Depart ment t osbkngspandaheyewete plac
together in a traditional foster home. The Department was granted temporary custody of the
Both parents were indicated for death by abuse due to both parents being in the home when the
found unresponsivand neither being able to explain the injuries. The parents were also indical
substantial risk of physical harm/environment injurious to health and welfare by neglect to th
children.

Prior History : In July 2016, the police called the hio# to report a domestic violence incident betw
the mother and father. The mother was arrested for stabbing the father in the back with a knife W
children, agesthreeyearsand sixmonths were present for the incident but were not harmed.

Department initiated an investigation fabstantial risk of physical injury/environment injurious to he
and welfare by neglect to the children by their mother. The mother identified an aunt to care
children while she was in jail. The investgpn was indicated against the mother, due to the chi
being in the home and observing the domestic violence incident between the mother and father
2017, the hotline received a call to report domestic violence between the mother andethe Tt
Department opened an investigation for substantial risk of physical injury/environment injurious tg
and welfare by neglect to the children by their mother. Both parents admitted that there was a

incident in January 2017 and thehfat was arrested, but denied that the incident was physical. In
2017, the investigation was indicated against the mother. The rationale was that there was a |
domestic violence between the mother and father, which put the minors at risk.

Child No. 7 DOB: 5/2015 DOD: 10/2017 Homicide

Age at death: 2 years
Cause of death Gunshot wound to the back
Perpetrator: Paternal uncle
Reason for Review | ndi cated child protection invest
Action Taken: Investigatory review of records
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Narrative : Two-yearold died of a gunshot wound while in the care of his seventearold uncle.
The uncle ran next door and banged on the neighbor's door. The neighbor called 911 who ady
lay the toddler down on the ground, open his airway, and applyyres® the wound. Once EMS arriv|
they continued to treat the toddler and transported him to the hospital where he was pronounced

The hotline received a call from | aw enford
left theuncle in charge of his twgearold nephew and his ongarold niece. The uncle admitted

police that he found a gun by a dumpster and he and his nephew were playing cops and robbers;

the gun at his nephew and pulled the trigger. He didhnat the gun was loaded. The mother and fa
denied knowledge of the gun. The police described the home as filthy, covered in roaches al
marijuana on the kitchen table that was within reach of the children. The Department tookytharo
old into protective custody and investigated the mother, father and uncle for death by abuse, su
risk of physical injury/environment injurious by neglect to the-gearold sibling; and inadequat
supervision to both children. The uncle was arreateticharged with murder; he was also indicated
his nephewdés death, and substantial ri sk-yead

old child who was crawling around in the blood of her brother. The mother and father were dhiic
substantial risk and inadequate supervision. The father was indicated for substance misuse beca
the investigator that he would buy marijuana and provided it to the minor uncle and they would
together. In June 2018, the eymarol d was returned to the par
continue with services.

Prior History : In July 2017, law enforcement contacted the hotline and reported that the eigtded
old father of the deceased twearo | d wen't t o me aml pumahed Hhis fiftéegeardidg
brother in the face. The Department investigated the older brother for abuse. The following day {
protection investigator went to the home where the fifygarold lived with his mother. The mother
the sillings told the investigator that her sons have girlfriends who are friends and that they were f
so, her older son and his girlfriend went to the home to talk to the fyeserold and his girlfriend; they
got into an argument and her older songhed her younger son in the face. She called an ambulan
the police arrived with the ambulance. Her younger son was taken to the emergency room an
found to have a jaw bone fracture. The eightgesr old was arrested and charged with aggeaMaattery,
a felony and was given probation. The Department indicated the eiglgaenld for bone fractures |
abuse to his fifteegearold brother.

Child No. 8 DOB: 4/2016 DOD: 10/2017 Homicide
Age at death: 17 months
Cause of death Blunt Force Head Injury
Perpetrator: Mot her 6s Par amour
Reason forReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records

Narrative: A seventeemmonthold toddler died in the hospital after suffering serious injuries
included a skull fracture, scalp hematoma, subdural hemorrhages, severe brain injury, bilater
hemorrhages and significant bruising to the face, arms, teass, and mouth while in the care of
mot her s paramour . Two days prior to the d
mot her 6s paramour <contacted 911 stating th
breathing. Wien police arrived at the home, the child was lying on the floor unconscious, not brg
and had no pulse. The child looked damp with visible injuries to his head, face, and body. The ¢
transported to the hospital where he regained a pulse anglaced on a ventilator, but never regai
consciousness. The child had suffered a hypoxic brain injury and died two days later. In intervie
police the paramour reported he was the sole caretaker while the mother was at work. He gave
expl anations for the childds injuries. The

injuries and cuts, bruises, welts, abrasions, and oral injuries. The mother was indicated for (
neglect, head injuries by neglect and cuts, bruised#is, abrasions and oral injuries by neglect.

paramour was arrested and criminally char gs
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Prior History : In August 2016, the Department received a hotline call reporting that approximate
weeks ago the mother droppleerr fourmonthold infant on the floor or in his bassinet because he wj
not stop crying. It was further alleged that there was domestic violence and drug use by the mg
her paramour. The Department investigated the mother for substantial rigkysital injury. The
paramour (not the boyfriend in the death investigation) and the mother denied that the incid
occurred and the childés day care and prim
October 2016, the investigati@yainst the mother was unfounded. In September 2017, the Depa
again had contact with the family after t hg
in August 2017, the child, now sixte@monthsold, arrived at daycare with ttedarge marks on hi
forehead, between his eyebrows and the top of his forehead. The mother told the daycare that
were bug bites that her paramour had tried
missed a week of daycare followg the incident. Sometime after he returned to daycare, the child &
with a striated bruise from his forehead to his ear. When daycare staff questioned the mother {
bruise, the mother explained that the child got the bruise after runniragtaiddée. The childid notreturn
to that daycare center. The Department investigated the mother and her paramour for cuts, bruig
abrasions and oral injuries. The mother told the child protection investigator that her paramour ca
marksont he top part of the childés face when
guestions about the striated bruise, the mother said the bruise was caused by the child falling ol
restaurant. The mother told the police the striteise was caused by a dog bumping into the child.
child protection investigator observed the child and saw that he had bruising to his left eye. The
explained that this occurred when the child fell into an entertainment center. The invesiged othe
injuries and bruises for which the mother provided differing explanations. The investigator as
mother to take the child to the doctor for further examination and she did. After the doctor saw th
the doctor reported that shensao signs of abuse or neglect. Three weeks later, in October 20}
investigation was still pending when the child was brought to the hospital unconscious with a skull
and serious brain injury. In February 2018, the investigation against dtieermand paramour wa
i ndicated for cut s, br ui s éslyly 2048 tha Depalftneeht again ha
contact with the mother after receiving a hotline call reporting that the mother had just given bi
baby girl and had faitéto inform hospital staff that she had a prior child die while in her care or th
newborndéds father was incarcerated and faci
Department opened an investigation and indicated the mother oltethegian of environment injuriou
to her newborn. The Department did not take custody of the newborn because mother agreed to |
in intact family services that were offed to her and her newborn child.
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Child No. 9 DOB: 6/2011 DOD: 11/2017 Homicide
Age at death: 6 years
Cause of death Starvation
Perpetrator: Father
Reason for Review Unf ounded chil d protection invest:.
Action Taken: Full investigation pending

Narrative:  Six-yearold boyfound by his fortytwo-yearold father in his room unresponsive. The fat
told hospital staff that his sixearold son had been up and moving around in the morning before he |
work. The father left his siyearold and seveityearold sons homelane, while he went to work. Whg
the father returned home he checked on the children in their room in the baserddotinchis sixyear
old son unresponsive. The hospital staff reported that the father carried his son into the hospital
dececasd. The nurse from the hospital stated tt#
sunken eyes and appearing to weigh about 20 Ibs. The physicians examining the child found br
multiple areas of the body, including the right siddisfhead, his temple and around his neck. They
found abrasions near his hips and | arge sca
physician who stated that the child had not been seen since 2016, when the child was diatinfzsiemen
to thrive and referred for followp care. The nurse reported that there may be six children living |
home of unknown names and ages. The Department investigated the father and steprehér by
abuse; cuts, bruises and welts; aralmatrition to his sixyearold son; for inadequate supervision to |
deceased siyearold and sevetyearold sibling;andfor substantial risk of harm, environment injuriol
on the remaining children in t hefolowingeghe dedtinctthel
brother and are currently with the paternal grandparente father and stepmother pleaded guilty
murder. They face at least 20 years in prison.
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Prior History : The biological mother of the deceased child wasmailved with him at the time of hi
death. She and the father had four children together (including the now deceased child) but they
in 2013. She also had a child from another relationship who resided with her. The father remarrieq
andmaintained custody of their four children, then ages eleven, seven, six and five (deceased chil
residing in the home with the father and stegther were her two children from a prior relationship \
were ages twelve and thirteen. In 2013, thadényearold halfsibling (who resided with the biologici
mother) briefly came into Department care when his mother was psychiatrically hospitalized. The
reported an abusive relationship with the father and the thiyie@nold also reported ééng unsafe with
the father who reportedly pushed, slapped him and threatened him. Aeshgrtourt supervised inta
family services case followed. The mother was compliant with services and in December 2013 tf
closed the case. In March 201He thirteeryearold halfsibling came into care after he reported
mot herdéds drug use and a subsequent pol i ce
traditional foster care. The child also reported that his stepfather (the fatthedeteased child) had abug
him and expressed concern for his younger siblings. The child remains in placement with a
independence. The stepmother of the deceased child also had a history with the Department fi
through 2006, involving hdwo biological childrenln December 2003, it was reported by law enforcen
that she was charged withossession, manufacturing and deliveringethamphetamine analo|
manufacturing and delivery of barbiturate analog, possession of a controlled sybptmsession g
cannabis and endangering life/health of a child. In July 2005, the charges were dismissed, e
possession of a controlled substance for which she was sentenced to probation. The Department in
andindicated the mother fasubstantial risk of physical injury/environment injurious, but the indic:
finding was later unfounded on appeal, and has been expunged. In July 2005, it was reported that
intentionally rear ended the momhéehés moahe
Department investigated and indicated the father for cuts, bruises and welts; indicated the mother &
for substantial risk of physical injury by abuse. The investigation has since been expunged. In Ju
the biolodcal mother and maternal grandmother of the deceased child reported that the deceased
his three siblings were at risk of sexual abuse from their paternal grandfather. The investigal
unfounded and has since been expunged. In JanuarytB@lttline received a call from the then fo
yearol d chil dbés (depodigcsencehns dabsuechotohe chil
behaviors with food and eatinghe child had lost weight when he returned from Christmas break
teacher said she and the school nurse had m
last meeting just before Christmas break. After break, the father reportdukttiohtlt had been seen by |
pediatrician, who said the child was okay. The father did not provide any details. The Dep
investigated the father for inadequate food. The Department made an appointment for the child t¢
by adoctoratachilern 6 s hospit al who reported that he
and referred him to an endocrinologist, as
explanation. The parents never took the child to the second doetahe Department never followed
to ensure the child had been seen by the second doctor. The investigation was unfounded becausi
believed to be a medical e \When tlaennaestigabon mef woth thetfam)
for a final visit, the stepmother informed the investigator that the children were fed regularly at hon|
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Child No. 10 DOB: 10/2015 DOD: 11/2017 Homicide
Age at death: 2 years
Cause of death Blunt force head trauma due to child abuse
Perpetrator;: Fat her 6s paramour
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Two-yearold toddler suffered extensive brain injuries and died after he was thtmowre
fl oor by hi neyearblthpmmarosr. TherDepattnyent investigated the paramour for
injuries, death by abuse, and substantial risk of physical injury/environment injurious to health and
to the toddler. Additionally, the Ppartment investigated the father for death by neglect, and subs
risk of physical injury/environment injurious to health and welfare by neglect to the toddler. The pa
initially gave conflicting stories regarding the events that led to thedoddd s deat h.

eventually told police that as she was caring for the toddler and his twin brother, she became inc
frustrated and fA-heardlyonts theahardwoaddloort The paramoar did not call §

butdid callthefdter . The f at her, unaware of the ext
by personal vehicle to the local hospital where the child was found to have an altered mental stg
subdural hematoma with blown and fixated pupils. The®wddl was i nt ubated a

hospital where a craniectomy was performed. Following the procedure, the toddler remained unre
for five days until he was pronounced deceased, after being taken off life support. A physici
reviewed the toddlerés records opined that, i

that there would have been a much differen
indicated for abusive head injuries, death of tloeldter, and substantial risk of physig

injury/ environment i njurious to health and
against the father was unfounded. An intact family services case was opened, though it was cl
weeks late . Foll owing the toddlerds deat h, t he
brother.

Prior History : In May 2017, the hotline was contacted to report a domestic dispute that od
approximately one bl ock sahome It \Wwas eportet thag themmothdr
father got into an altercation while the twin infants were left unattended in the home; the c
however, were unharmed. The Department investigated the parents for inadequate superv
substantial gk of physical injury/environment injurious to health and welfare by neglect. The
reported that he had not been home the night before and when he arrived home the following mo
mother confronted him outside and they began to argue. Thensatld when she left the twins they w
both sleeping. The father called police when he realized she left the twins alone for approximately
five minutes. The mother was indicated for inadequate supervision. In October 2017, another invel
was initiated for inadequate supervision, t
to be not a good faith report of potenti §
investigation. The parents had an ongoing custogydi$ e over the twins p

Child No. 11 DOB: 10/2015 DOD: 12/2017 Homicide
Age at death: 2 years
Cause of death Severe dehydration and malnutrition
Perpetrator: Mother
Reason for Review Indicated child protecion nvest i gati on within a
Action Taken: Full investigation pending
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Narrative:  Two-yearold medically complex child was found deceased by his mom in hisrpplay.

The Department received a call from law enforcement thatvileeg dispatched to the residence of
mother. Upon arrival EMS determined that the toddler was deceased and no attempts were madd
him. The residence had a stench and was | it
were hymdermic needles found on the floor, along with trash and several soiled diapers next to-ti
n-play, where the deceased toddler was lying on a lid to a food container. The mother eventually 3
to police that sheeft the child alondrom Friday b Sunday. She stated she put food and a water bo
his packn-play on Friday. She reported that she returned home on Sunday, opened the door to

and saw that he still had foddolice did not find a water bottl&he did not notice that he wdscease(
until Monday. She admitted the last time she changed his diagded himwas on Friday. She noted

had sores on his lips on Fridandshe had not bathed him for the past eleven days. She was charg
first degree murder and taken irtastody; she is awaiting trial. The Department indicated the moth
death by neglect; environmental neglect; malnutrition and inadequate supervision. The autops
determined the cause of death was due to severe dehydration and malnutriti@IGTheonducting 4
full i nvestigation of the childés death.

Prior History: The t oddl er 6s maternal grandmot her h
of the toddler and her siblings came into care in 1999 after nineteen child protectiomatiestj sevel
of which were indicated. The family case was closed in 2002, and the mother and her siblin
adopted in 2004. The mother kept in contact with her biological mother after the adoption. The
had a history of uncontrolled diabet®sd mental healtissues At the age of twenty, the mother g4
birth to her son who was born six weeks premature with health conditions, including right

thrombosis, aphasia, and reflux. In April 2016, the hotline received a call from an anomgposr
stating that the mother was living in unsanitary conditions with her seeath-old baby. After a formal
investigation, the mother was unfounded for environmental neglect in May 2016. The investigato
observe the home to be in the untay condition noted in the narrative, and the early intervention
that were in the home weekly had never reported any concerns. Five months later in September
hotline received a call from a nurse to report possible neglect to the -etentimold. The mothehad
called the doctor 6s of f i <ubeahdltursing dt thenstaffi §he Departiy
investigaedthe mother for medical neglect. The baby had missed his last two appointments and |
swallow study. Thénvestigation was unfounded because the doctor would not diagnose the inci
medical neglect. While this investigation was pending, a relative contacted the hotline to report
mother was in the hospital for uncontrolled diabetes, the housélthg and the baby was residing wi
her. The Department opened a new investigation against the mother for environmental neglect.
plan was put in place for the baby to stay with his maternal grandmother and she would supery
between mm and baby. The investigator went to the home and observed the baby to be clean
and happy. The residence was cégband the investigation was closed and unfounded against the n
for environmental neglect. In July 2017, a relative contabietiotline to report concerns that the twel
two-month old child was left in a room by himself all day dradl pulled out his feeding tube. TIH
Department investigated the mother for inadequate supervision, environmental neglect and
neglect. Thanother avoided the investigator and police were called to conduct a welfare check

August 2017. The officer assisted the investigators in entering the residence by pushing the d
against piles of clothing, garbage, and other items covéhafjoor; they could not enter the home m
than afour square fooarea in the entry way without having to climb over items. The investigator to
mother that she could not allow the toddler to live in these conditions. The mother agreed thes
biological grandmother to take the toddler for the weekend so she could clean the apartment. Sh
her residence and the toddler returned home. InSetember 2017, the investigator was informed
the biological grandmother that the toddledra severe diaper rash and the mother was refusing tg
medical care. The investigator contacted the mother and accompanied her and the toddler to the g
room. In October 2017, two months prior to the death of the child, the mother was indara
environmental neglect and medical neglect, and unfounded for inadequate supervision.
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Child No. 12 DOB: 3/2017 DOD: 12/2017 Homicide
Age at death: 9 months
Cause of death Blunt force injuries due to assault
Perpetrator: Mother
Reason foReview: Pending child protection investigation
Action Taken: Full Investigation pending
Narrative : Twenty-four-year old mother contacted 911 to report that her-ninathold infant was
unresponsive. The mother initially told police that the infant fell off the bed. The infant was ta
ambulance to the hospital where she was found to have skull fractures, facial bruising, brain hemg
injury to the liver, ad fractures in various stages of healing. The infant was pronounced deceag
days later. When questioned by police about the injuries, the mother admitted to picking up the ir
throwing her against a dresser in the presence of her two andyéanesd children. When the infar]
continued to cry the mother picked up the infant and threw her against the ground. The mother s
the infant became unconscious and she tried to wake the infant by shaking her. The mother wa
with murderand is in jail awaiting trial. The mother was indicated by the Department for the follg
allegations: death; bone fractures; internal injuries; head injuries; and substantial risk of harm by
The OIG is conducting a full investigation ofthechd 6 s deat h.
Prior History : At the time of the eightnontho | d6s deat h, t here wa
i nvestigation that had been opened t he -ygarold
children whom were living with a relativ&he allegations were that while the children were visiting
their mother and her paramour over the weekend one of the children withessed the paramour
mot her against the wal/l and was pus h ef®riortodhe
eightmontho |l dds death, the investigator on the
had an eightmonthold, twoyearold and threg/earold in her care.

Child No. 13 DOB: 10/2017 DOD: 1/2018 Homicide
Age at death: 3 months
Cause of death Closed head injury
Perpetrator: Mot her 6 s par amour

Reason for Review Pendi ng chil d protection (paramou
Action Taken: Investigatory review of records

Narrative : Two-monthold infant found by thenot her 6s | i ve i n par

breathing. The infant was transported to tHh

critical condition, where she was taken off life support and pronounced deceased two days g
mot her was at work and was not home at the
The Depart ment investigated the mombés para
i njury/ environment i njTheinfantthad global hypdxie ischemic &joapd
there was evidence of retinal hemorrhaging. The injuries were believed to be the resulseThe
paramour had moved into the home the first week of December 2017, the day he had bonded
ard during a pending investigation with the Department. Law enforcement interviewed the pa
regarding the death and he reported giving the infant a bottle, setting the bottled beside the infant
falling asleep. He woke up and found the infaniebdnd lifeless. The paramour stated that he atten
to call 911 twice and the call wouldnét go

was not breathing. The mother ran to her vehicle to go home and call 911. The ambuizentead
transported the infant to the local hospital. pathologiststated thatbased on the extent of the injurig
the infliction of injury would have rendered the infant unconscious instantaneous to several minu
the point of the trauma by inflicted. Thepathologistwas confident that the cause of injury would h
occurred during the time the paramour said he had been watching the infant. The paramour was
for death by abuse; the allegation for substantial risk of physiaatyiepvironment injurious to th
infantéds older siblings was unfounded. Nei t
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Prior History : A't the time of the infantds death
involving the paramour. INovember 2017, the paramour was residing in a different household w
girlfriend, her three minor children ages 15, 13, and 2, and his mother. In November 2017, the ho
contacted by law enforcement to report that police responded to a dodisgstibance call made by tf
mot her O6-geard lid t daoghter t hat her mot her 6s p4
observed the red mark on the right side of her face and the paramour was arrested. Law enf
reported that the motherahdwo mi nor s (t hyearonlod heau Hisst ihé r ¢ @
twelve-yearold sister) were present at the time the incident occurred. The Department investigj
paramour for cuts, bruises and welts to the fifigearold girl and for sbstantial risk of physica
injury/environment injurious by neglect to the two minor children who witnessed the incident. The
reported that she had been in a relationship with the paramour for four months, she denied

violence issues or pokcinvolvement at the home. She reported police involvement for domestic |
with her fifteenyearold assaulting her on two occasions and that the fifye@nrold was on an informg
probation for domestic battery against her. At the time of the intidee family was having a famil
meeting about tension between the children and the paramour. The-ydé@eid allegedly dared th|
paramour to hit her and he did. After the incident, the mother asked the father of theyéfieeld if she
could say with him The investigator spoke with the children who witnessed the incident and th
confirmed the reported incident. The investigator attempted to interview the paramourwithailt
successThe fifteenyearold told the investigator that slemd the paramour got into an argument.
yell ed | d&6m about ready to smack you and shd
phone and called the police. Eight days later the investigator attempted to see the paramour in
and was told he had bonded out the day before. The investigator confirmed with the children
mother (exgirlfriend) that they had not been around the paramour and he had not been to the ho
he was arrested. In December 2017, the paramour mowegith his new girlfriend (the mother of th
deceased baby) the day he bonded out of jail. Two days after the hotline was contacted to report
of the baby, the paramour was indicated for cuts, bruises, and welts and substantial risk of
injury/environment injurious by abuse to the fiftegrarold and substantial risk of physig
injury/environment injurious by neglect to his sister.

Child No. 14 DOB: 10/2003 DOD: 3/2018 Homicide
Age at death: 14 years
Cause of death Gunshotwound to the abdomen
Perpetrator: Unrelated peer
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Fourteenyearold youth in care was shot in the abdomen by an opposing gang memt
died. It was reported that the teen and other members of his gang were in a car when an oppo
shot at the teen. The teen was transported to the hospitat@mlinced deceased. The teen had beg
run for approximately eight months with minimal communication to family or his caseworker wh
was shot and killed. The Department did no
case closa after his death.
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Prior History : The deceased teen had one sibling who was two years older than him. In Octobd
the mother was investigated for inadequate supervision after she left her children with an aunt Vi
went to rehab and never reted to care for themThe investigation was unfounded. In June 2015,
hotline was called to report that the eleyearold child had major truancy issues and had missed tw
nine days of school and was tardy feeight times. The child told the regier that his parents we
alcoholics who were drunk all the time, so he often hides from them. The child was also observe(
a fourinch scratch on his chest, that his mother admitted to causing, but said the child was out of
The father dmitted to having an alcohol problem and has neglected the children due to his addicti
investigation against the mother for cuts, bruises, welts, abrasions and oral injuries was unfoundsg
investigation against the mother and father for wuttm@l risk of physical injury/environment injurious
health and welfare by neglect was indicated. In August 2015, a case for intact family services wa
with recommendations for parenting skills classes, family counseling and substance abusattréae
two children were under the care of the paternal aunt until November 2015, when they returned
parents. In November 2015, the hotline received a call to report that the children had scabies ang
needed a doct oto&choolrandttlet the ahildrea vere laft alone all the time.
investigation against the mother for medical neglect and inadequate supervision was unfounded
expunged. The parents did not participate in intact family services, they were cgmatantig and they

woul dndét communicate with the worker. By
her case closed. The case was closed unsuccessfully at the end of February due to the fan
uncooperative. In September 2016,therer e t wo i nvestigations op

and one against the sisterodos boyfriendds mo
homeless. The fifteepearold girl was pregnant, due in January and not reegiprenatal care. The g
had been living with her boyfriend and his mother, but it was reported they were asked to leave th
The investigation against the mother for substantial risk of physical injury/environment injurious tg
and welfare B neglect was indicated. The children and extended family egbbdth paents had af
alcohol use problem andere residing in a foreclosed building with no utilities and with other ter
who have substance abuse issues. The investigation against tther anod father for lock out w4
unfounded because there was no evidence the children were turned away from their home. In S
2016, the Department opened a placement case. Thefyaenld girl was placed in the home of ficti
kin (her boyfriedl 6 s parentso6é6 home). She engaged i n 4
changed to independence. Her case remains open. In January 2017, theysmtekh brother was
placed in a specialized foster home. In July 2017, he left the fosteeho st ol e t he f
card and attempted to make purchases. A child protective warrant was issued for his arrest. In S
2017, the brother contacted his sistardshe reported that he seemed to be alright. The worker was
able tomake limited contact with him via social media, as he would not disclose his whereabouts
with her in person. In March 2018, the worker was notified that the teen was Kkilled.

Child No. 15 DOB: 10/1998 DOD: 4/2018 Homicide
Age at death: 19 years
Cause of death Respiratory distress, resulting from being shaken when she wasdivinsold
Perpetrator: Mother
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Nineteenyearold youth in care lived in a pediatric residential medical care facility di
medical complications, resulting from being shaken when she waméwhsold. The youth in car
had gone into respiratory distress, staff from the facilittede®®11 and the youth was transported to
hospital via ambulance and was pronounced deceased. The youth suffered from a seizure
blindness, psychomotor developmental retardation, diabetes and hypothyroidism. She w
ambulatory, nofverbal,on a ventilator and had atgbe for feedings. The mother had an indica
investigation for bone fractures, head injuries, risk of harm from March 1999 and when her daugh
the Department added death by abuse.
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Prior History : In March 1999, th®epartment investigated the mother for bone fractures, head in
and risk of harm to her fivmonthold daughter. The parents called 911 to report that theiniweth

old was sleepy and quiet which was unusual. The baby was transported to a dhiklre h o s p i t
was found to have a subdural hematoma, broken clavicle and bleeding behind her retina, indi
abusive head trauma. She was diagnosed with shaken baby syndrome. The mother was arf
charged with aggravated battery tdhdlat She was sentenced to 20 years in prison. The mother ren
in prison until 2016. The baby stayed in the hospital for a month before she was eventually trang
the pediatric residential medical care facility where she remained until hbr déeechildd s ¢ a s ¢§
visited her monthly, as well as an aunt and grandfather. The father was not involved with his d
After the mother was released from prison, she sought the reversal of¢batact order, so she cou
have supervisedsits. In April 2017, the mother had a supervised visit with her daughter for the firs

Child No. 16 DOB: 9/2015 DOD: 4/2018 Homicide
Age at death: 2 years 7 months
Cause of death Blunt trauma
Perpetrator: Mot her 6s boyfriend
Reason foReview. Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative : Two-yearol d boy found to be unr etwpyeanod iive-e
in boyfriend. The boyfriend was babysitting the two and-fgarold children while the mother was
work. A neighbor called 911; the toddler wasldted fromtheloch hospi t al to a
toddler was put on life support, but never responded and was pronounced dead at the hospital. H
found multiple skull fractures, head injuries, fractures to ribs and arms, and burns on the back c
with physical abuse. The Department initiated a death investigation. The mother stated that she h4
some bruises on the toddler since her-livboyfriend had been in the home. The boyfriend admitte
police that he had abused the toddler; he avessted and charged with first degree murder. The ¢
investigation was indicated on the mother for death by neglect to the deceased, inadequate sU
and risk of harm for both children. The lireboyfriend was indicated for burns, cuts, arelta/by abuse
on both children and death and head injuries by abuse to the deceased. The boyfriend is awaitin
the murder. Protective custody was taken of the sibling and has been placed in a traditional fost
The mother has a no contactier. The father of the children is incarcerated and had not had conta
the children for two years.

Prior History : On a Saturday in January 2018, the Department initiated an investigation aga
mother for inadequate supervision of her fgaarold. The child was found wandering outside. 1
mother reported that she had left the child downstairs while she ®gktimger child upstairs for a ba
When the mother went back downstairs the child was gone; she had left through an open wind
mother contacted a neighbor to watch the younger child while she went to look for tgedowoid. Thg
four-yearold child had been found by a neighbor who contacted police. The police released the
the mother. The mother reported that she was the only caretaker as she was not working at that
mother suspected the child had been trying to walk to scisoiley do during the week; and the ch
had done this once before on a day with no school. The mother reported that she had inquired abd
a chain lock on the door and alarms on the windows; however, she lived in public housing and the
notallow it. The investigator advised the mother to move furniture away from the windows so th
could not reach them. The investigator conducted a later visit and the mother had been keeping
with her when she went upstairs. The investigatias unfounded. The boyfriend who killed the youn
child was not part of the household at that time.
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Child No. 17 DOB: 4/2007 DOD: 6/2018 Homicide
Age at death: 11 years
Cause of death Gunshot wounds
Perpetrator: Unknown
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Elevenyearold boy was found by his brother shot to death in the home of his fathd
stepmot her . T h e -yéapold Gilslingreft thes Homesand when he returned an hour latg
found his brother unresponsive with blood all around him. Ttherfand stepmother, who had also |
returned home, contacted the police. When the police arrived on the scene, they noted the back ¢
apartment building had been kicked in and t
home appeared ransacked. The Department initiated an investigation for allegations of ina
supervision and death by abuse. The inadequate supervision and death by abuse were unfoun
father and stemother. The Department indicated an unknowrpptrator for death by neglect. T
homicide remains unsolved.

Prior History : From 2006 through 2012, theother of the deceased elewwmarold had four
investigations, three indicated and one unfounded, that were expimdaduary 2014, an invegtion
opened on the deceasedds father and st epypart
old and substantial risk of harm to their two year old together. The school of #heasbid child
contacted the hotline to report that the-ygearold child showed up at school with bruises. The po
were notified and they took protective custody of theysiarold child and transported her to the hospi
The child was noted to have bruises on her left arm, bruise on the corner it bgeland an abrasic
on her ear. The child told the school staff
When the paramour was released from jail the mother allowed him back in the home around the
becausehte mother did ot believe the child. The Department took custody of the children and
them with relatives. The mother had supervised visits with the children. The paramour (father of

yearold and deceased) was not allowed contact with those childrenniéwigation was indicated.

February 2017, when the children went into subsidized guardianship with a relatwethe case w3
closed In May 2017, the school contacted the hotline to report that another student had reported
mot her 6 sof theeceabed child) fourtegaarold daughter (halbibling of the deceased chil
was smoking marijuana and having sex with an adult male that was living in the home. The De
investigated a male (former home health client of the mother whaemisig a room from her) g
substance misuse by abuse and sexual penetration to the feygéeeid; investigated the mother f
substantial risk of sexual abuse to the siblings and substance misuse by neglect. The investigs
with the assistantrincipal who told the investigator that when the male was bringing lunch to sch
confronted him and he denied the allegations. The assistant principal further stated that the

reported this to the school had been in trouble for smokinguaagjat school and had been arguing

the fourteeryearold. The assistant principal and staff had never witnessed the teen or the moth
under the influence of anything and did not have concerns about the teen. The investigator vi
home ad all the children denied any sexual abuse, inappropriate touching, physical abuse or d
The fourteeryearold also denied any drug use by her or anyone in her household and denied an
contact with the male. The mother told the investighgsrdaughter had never said anything to her al
the male being inappropriate. The mother explained that the male had moved into her basemel
year ago and helps with the children from time to time while she works. The mother stated thaf
like a grandfather to the children. She denied any drug use in the home. The investigation was u
on all allegations.
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Child No. 18 DOB: 12/2003 DOD: 6/2018 Homicide
Age at death: 14 years
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason for Review Open pl acement case at the time o
Action Taken: Investigatory review of records

Narrative: Fourteeryearold boy was shot and killed at 3:00 a.m. Responding police officers fouf
teen lying unresponsive on the sidewalk with multiple gunshot wounds. The teen was transpq
ambulance to the hospital where he was pronounced deceasearugain The teen was a document
gang member, and was with his girlfriend when he became engaged in a verbal argument w
unknown individuals while at a gas station. The teen and his girlfriend left the gas station whef
colored vehicle appached them and an occupant of that vehicle exited the vehicle and open
striking the teen multiple times. A cri mir

Prior History : This family was involved in twelve investigations with the Begment from 2006 throug
2018; three investigations were indicated and nine were unfounded. In April 2006, the godmoth
then tweyearold boy was investigated fanurns, and cuts, welts, bruises, abrasions and oral injuri
neglect. The mothestated that the godmother had taken her two children for a few days, as planf
did not return the children as schedul ed.
house four days after the scheduled date to return the childeggmdmother dropped off the two childr
and ran out of the home. The twyearold was found to have second degree burns to his left hand, bu
and lower back. The investigation for burns was indicated to an unknown perpetrator for-{rear
o | dnjfurdes. From August 2008 through December 2016, this family had nine unfounded investi
that were eventually expunged. The investigations involved a range of allegations, incluiosteytal
risk of physical injury/environment injurious; sexlyadransmitted diseases on a minor child; substa
risk of sexual abuse/sibling sexual abuse on a minor child; substance misuse by neglect; subst
of physical injury/environment injurious to health and welfar@cidents of violence or intirdiation;
sexual molestation; inadequate supervision; and substance misuse. In July 2017, the mother d
baby girl who tested positive for opiates, cocaine and benzodiazepitesmotherladmitted to using
heroin and methadone throughout her preggaThe mother was investigated and indicated for subs
misuse to the newborn and substantial risk of physical injury/environment injurious to health and
to her older children. The mother admitted to the investigator that she snorts helpirSdaiwag
unwilling to go into inpatient drug treatment. The Department was granted temporary custody of
children and they were placed with the maternal aunt. The investigation against the mother was.i
In October2016, it was reporteto the hotline that the twelwgarold daughter was molested by an ad
cousin. The report was unfounded because the mother would not consent to a forensic intervie
daughter. One year later, the same allegation was reported to the hottimeoukin was living in th
home with the twelvgearo | d and her brother. The mot he-i
yearold reported the molestation to her mother, but she did not believe the mother reported
De p ar t imestigatisagainst the cousin was indicated. A criminal case is pending again
cousin.
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UNDETERMINED

Child No. 19 DOB: 11/2015 DOD: 2/2017 Undeterminec
Age at death: 1 year
Cause of death Undetermined
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Oneyearold found unresponsive by his forsgvenyearold maternal grandfather who
also the licensed relative foster parent. The grandfather reported that he put the baby to bed an
on him in the morning and found him unresponsive. He catiethe great grandmother to begin C
and he called 911. The grandfather, the bab
of, were staying with the gregtandmother temporarily while the home they were moving into was |
finished. The baby had history of medical problems including respiratory issues, with a hospitaliZ
for pneumonia, a past bowel obstruction requiring surgery and a prior need for a feeding tulg
Department investigated the death and the grandfathennvi@asnded for death by neglect. There wag
evidence of injury or trauma and the medical examiner was unable to determine the cause of de

Prior History : The mother suffered a traumatic brain injury from an accident as a child resulf
cognitivedelays. The mother has an extensive history with the Department. In June 2014, the mo
investigated for inadequate supervision when the mother gave birth. She had decided for the nd
be privately adopted, but the mother then stated she avémteeep the newborn. The mother left
hospital saying she was going to get a car seat for the newborn and never returned. Accordin
information, that newborn was adopted. The investigation was unfounded and eventually expu
November 25, the mother was investigated for substantial risk of harm by neglect when it was r
that following the birth of the motherds th
about the mot her 6s ab ieloihér gognitice disahilities, athistary of dorse
violence, and her lack of a stable home. The mother left the hospital before the investigator coul
and the doctor took protective custody of the newborn. The investigator located the ntaitstated
that she was not able to take care of the newborn at that time but she wanted her father to havg
mother shared that the father of the baby also could not care for the newborn. The investigator
the grandfather who took in the nearn and the investigator referred him for extended family sup
services to assist with guardianship. The investigation against the mother was indicated. In Janu
the mother was investigated for substantial risk of harm by neglect when iepa@sed that her twg
monthold baby (the deceased baby) was in the hospital with pneumonia and required a feeding t
mother had agreed when the baby was born to give guardianship to the grandfather; however, th
was not cooperating and allawg the grandfather to have guardianship. The mother told the invest
that she changed her mind and wanted the b
greatgrandmother said she could not care for the baby and that mother wouldapgtrbpriate for the
baby. The baby came into care and remained with the grandfather as a foster placement. The g
and worker were seeking early intervention services for the baby. The mother was not involy
mother was indicated for substattiisk of harm by neglect. After the death of the baby, the mothe
three more children, including twins, that were taken into care.

Child No. 20 DOB: 3/2017 DOD: 7/2017 Undeterminec
Age at death: 3 %2 months
Cause of death Undetermined

Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative : Threeanda-half-month-old was found unresponsive by a niyearold child in the hom
of her siblingés grandmother, where she and
for the five children, including two of her own, the inffantand e i nf ant 6s t wo
reported placing the children in the same bed because it was a hot night and the bedroo
conditioning. She stated that she last saw and fed the infant around 4 a.m. and put her back i
the otherchildren. The Department investigated the grandmother for death by neglect and for su
risk/environment injurious by neglect to the other children in the house. The grandmother
investigator that she was hesitant to care for the infaettbas her own poor health related to breath
problems. During the investigation, the grandmother tested positive for substances and reporte
had used heroin and that her | ast usage vaas
ahalf hours before the infant and two siblings were brought to her home. The Department was
temporary custody of the grandmother ds chi
indicated.

Prior History : In October 2016, law enfoement contacted the hotline to report the mother with he
children and her friend with her two childr
got to the maleds house, the mot h eingthgtbetwashittin
her. The four children were in the car during this incident. The mother fled with hgearold daughter
leaving her other child with her friend who was a sex offender. The Department investigated the ff
substantial rislof sexual abussex offender. The investigator made numerous good faith attempts
the subjects in person, but was unsuccessful. The investigator left her contact information and di
two phone calls and was told by the mother not to go tbdwese or she would report her for harassni
The case was unfounded, because the subjects were unable to be located; and were uncooperat
investigation. This investigation has since been expunged.

Child No. 21 DOB: 9/2015 DOD: 7/2017 Undeterminec

Age at death: 22 months
Cause of death Drowning in a pool
ReasonforReview | ndi cated child protection invest
Action Taken: Investigatory review of records

Narrative: Twenty-two-monthold toddler in the care of his grandparents was found unresponsiv
down in their pool. The fiftythreeyearold grandmother and grandfather were watching their grand
while the mother was working. The grandmother was in the ladthehe toddler when she went to t
bathroom, leaving the toddler in the kitchen where the patio door was open, but the screen wa
When the grandmother went back into the kitchen she heard the toddler making a grunting soy
immediately bgan looking for him in the house, including the basement and bedrooms. She thd
outside where the grandfather was and asked if he was with the toddler; he was not. The gra
enlisted the help of neighbors to look for the toddler and startstkicty the backyard of the home, wh
the above ground pool was, but not looking inside the pool. The grandmother went back in th
calling the toddler and while looking out the kitchen window she saw her grandchild face down
surface of the afive ground pool. The toddler was unresponsive and the grandparents began CP
paramedics arrived. The toddler was transported to the hospital where he was later pronounced
The Department investigated the death, indicating the grandnfothieadequate supervision and de
by neglect. The family was referred for intact family services including grief counseling and pa
education. The family did cooperate with recommended services and the intact case was
November 2017.
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Prior History : In December 2016, the hotline received a call from law enforcement stating th
maternal grandmother left her sewararold grandchild home alone. The children and their mother
with the maternal grandparents during this tiriéae Sheriff explained that the mother was at work
the grandmother had taken the childbds sibli
go to school that morning. Later that afternoon the child protection investigator visiteghtbe fhe
sevenyearold child told the investigator that after his grandmother left he called 911; however, the
yearold would not answer any other questions asked by the investigator and neither would h
brother. The grandmother told thev@stigator that her severearold grandson had missed the bus
since his older brother stayed home-ydaroldto atay
home. When they got ready to go to the doctor her sparold grandson refused tget in the car, sh
told him she would | eave him home alone if
left. The sevetyearold then called 911 immediately. The grandmother felt he would be safe by hi
but sai d s thatagain The ohath&rtshadathat her son can be oppositional and stubb
that it is often a daily fight to get him on the bus for school. However, he is good once he gets t
and he behaves in Cub Scouts. The investigator discussed thelippesid behavioral contract with th
sevenyearold and counseling. The mother reported that she felt her mother leaving him hom
would not happen again and they would be seeking ways to deal with his occasional oppositional |
The following day the investigator spoke with a collateral contact, a relative, who reported no cg
The investigator also spoke with the school social worker who had no concerns about abuse o
The investigator then spoke with her supervisor and thedgnother was indicated for inadequ
supervision.

Child No. 22 DOB: 6/2015 DOD: 8/2017 Undeterminec
Age at death: 2 years old
Cause of death Undetermined
Reasonfor Review Chi | d wel fare services referral W
Action Taken: Investigatory review of records

Narrative: Two-yearold found unresponsive in the morning by her twerggrold mother. The chilg
was sleeping on a pallet in the living room while the mother was sleeping on a nearby couch. Th
called911. The fire department responded and found the child in cardiac arrest. They attempte
intraosseous infusion in the left leg, but before medication could be started, they had arrived at the
At the hospital, the child was found to beld with signs of rigor mortis so resuscitation efforts w
ceased and the child was pronounced dead at 8:55 am in August 2017. The child had been seen |
medical care providers just prior to her death for what started as a rash on her fatéldaas seen i
the emergency room for the rash and was discharged; she was then seen in clinic the day beforg
and the records showed she was diagnosed with@wtbrocyte sensitization syndrome, which is a bl
clotting disorder. The chiltiad a history of chronic ear infections, GERD and her tonsils and adé
removed. An autopsy was performed, and a bruise on the face was confirmed, consistent W
trauma, as well as a bite on the «dprofedsiosals prig
to her death; no plausible explanation was provided. The pathologist completing the autopsy w
although the definitive cause of death could not be determined they theorized that the death may |
caused by asphyxiatioor terminal seizure, as indicated by brain swelling and bite on the tongu
seizures cannot be determined posttem. The mother was investigated for death by abuse, cuts
and bruises to the infant, and substantial risk to the sibling. Durénimvestigationthe family agreed t
a safety plan where the sibling could stay with the maternal grandmother. The sibling was alsg
full body scan; no injuries or abnormalities were found. All the parties in the household were inte
by the police regarding the bruises found on the deceased child. In May 2018, the death investiga
unfounded.
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Prior History : In May 2017, he Department received a call to the hotline from a physician requs
assistance for the mother. The do®bared that the mother, during an appointment for her other
(the deceased childés only sibling) the da

than a week. The mother told the office that she was going to be staying witithegrand gave th
office an address. The doctor requested that any available services be offered. That same dg
welfare worker called the physician who reiterated her concerns. The worker reached out to thg
through both phone and letteis¢luding sending her a list of resources for the mother and her chi
In June 2017, the mother called the worker. The mother said the clinic told her that the Departme
be calling and she was afraid that the Department would come and takéewayidren. The worke
explained that the clinic did not report any abuse or neglect they just wanted to know if services

offered to assist with educating her on services available in the community. The mother said sk
review the packet ahformation the worker sent. The worker asked the mother to call if she hg
guestions. Following the discussion with the mother the child welfare services referral was close

Child No. 23 DOB: 7/2017 DOD: 9/2017 Undeterminec

Age at death: 2 months
Cause of death Sudden unexplained infant death
Reason for Review Unf ounded c¢child protection invest
Action Taken: Investigatory review of records

Narrative: Two-monthold found by his father face down in his paeklay not breathing. The fath
called 911 and the infant was transported to the hospital via ambulance. The Department investi
mother and father for death by neglect. The police andHife grotection investigator observed a g
bed pillow, many blankets, a bottle and toys in the crib. The parents reported that the infant was
respiratory issues and a fever for a few days prior to his death. The mother stated that she g
infant up with a pillow and upon waking for work in the morning she did not check on the infan
parents stated that the infant did not wake up for a feeding during the night. The fmtopktiat the
death was a result of positional asphyxiatibhe parents were both indicated for death by neglect
Department offexdintact family services; however, the family did not engage and the matter was
unsuccessfully in December 2017.
Prior History : In March 2017, the hotline receivedadalb r eport t hat -yehreld
daughter told her teacher that her mother 63
teends eye was swollen shut with a small set
when the teen called him a loser and he punched her. The Department investigated the mg
paramour for substantial risk of physical injury/environment injurious to health and welfare
mot her 6 s-yesreld aanghter.eThe child proteoti investigator met with the mother, param
and adult sibling of the teen who all stated that she fell on the bathroom floor and that the 1
behavioral issuesThe adult siblingleniedthat there was any fighting or hitting in the home and de|
the paramour being mean to anyone in the house. The investigator met with the teen who state
made the entire story up and she had slipped on the bathroom floor. In April 2017, the investigal
unfounded.

Child No. 24 DOB: 5/2017 DOD: 9/2017 Undeterminec

Age at death: 4 months
Cause of death Undetermined
ReasonforReview Chi | d wel fare services referral
Action Taken: Investigatory review of records
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Narrative: Fourmonthold baby found unresponsive by her mother who was in bed with her n
and her fowmonthold sibling. The mother contacted 911; the paramedics arrived and began wor
the baby; she was transported to the hospital where she was prahdeneased. The police contac
the hotline t o rTeegmotherreportee thabshedwpli sp talfiedahte baby unrespq
in bed. According to the mother, the baby had been sick with a cold for a couple of days before h
The baly was sleeping in an adult bed with her mother. An investigation for death by neglect was i
against the mother. The child protection investigator spoke to the treating physician, who stated
baby was deceased upon arrival to the hospita. doctor reported that the mother was appropri
surprised and upset; there was no indication that the mother was under the influence of drugs o
The medical examiner ruled the death undetermined, but found no evidence of abuse or negy
medical examiner reported that the death may have been natural, due to disease of an undiagno
cardiac condition, which can cause dysrhythmia and may have no finding at autopsy. The child p
investigation was unfounded due to the awdjpslings and that the incident did not rise to the levg
blatant disregard.

Prior History: Wi t hi n a week of the infantdés birth,
requests from hospital staff to help connect the family to community services; however, the mothe
to give her address to hospital staff, which delayed the irepat in contacting the family for month
The week before the infant died, the Department contacted the family and the mother reported sk
longer in need of assistance because she received help from a community organization. The chi
refarrals were closed after the death of the baby.

Child No. 25 DOB: 10/2011 DOD: 9/2017 Undeterminec
Age at death: 5 years (six days shy of'®irthday)
Cause of death Asphyxia due to unexplained cause; physical and environmental neglect
contributing
Reason for Review Unf ounded child protection invest
Action Taken: Investigatory review of records

Narrative: Nineteenyearold stepmother reported to police that thefpgarold had been napping aj
had wet the bed so she cleaned the mattress before leaning the mattress and box spring again
She then made a pallet on the floor and the child wenttoeaslkep. The stepmother reported finding
mattress and box spring on top of the child when she went back into the room in the early 4
Emergency services transported the child to the hospital where he was pronounced dead. Doctord
contus ons on the childbdés head and chest and |

with the story. The pol i c¢cgearold mathertwasdlsa ahtlaethonte g
may have been the caretaker at the time. Thelcld 6 s -thteeyearotd father was reportedly not insi
the home at the time of the incident. The father, once at the hospital, reported that the child had f&
an alkterrainvehicle a few days before, but only had minor injuries. Investigatigere initiated fo
allegations of death and substantial risk of physical injury for theyeaeold sibling on the stepmothe
the stepmotherds mother and the father. Thydg
the oneyearold sibing of the deceased were taken into custody and placed in traditional can
investigation was indicated for death by abuse to the child, and substantial risk to the sibling
stepmother and father. The sigqandmother was unfounded for deathabyise and substantial risk.
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Prior History: The f at her had prior Department invo
been indicated for failure to thrive on the then sewemthold sibling in November 2014. The fami
was offered intactegvices, but refused. In January 2016, the parents were unfounded for substar
of physical injury by neglect to then foyearold deceased, and two siblings, then agesanda-half
years and thremonthsold. The following month, February 20%6ey were unfounded for environmen
neglect and inadequate supervision. Those investigations have been expunged. In April 2016, th
had separated. The two younger siblings were living with the mother in Missouri and the deced
living with the father in lllinois. The mother brought the deceased to the doctor during a visit as tf
appeared to have lost weight. The father was unfounded for failure to thrive, but indicated for
neglect when it was found that there was a mistakeeight recording, but the father had not follow
up on gastroenterology appointment for the child. The investigator assured the appointment \
before closing the investigation. The father was offered intact services, but refused. The last congg
the death was in November 2016 after the bi

suspected the mother, who had a black eye, may have been abused by the father. The hospital
assure the safety of the motherandthdbby consi dering the father

thrive and medical neglect. That investigation was unfounded and expunged.

Child No. 26 DOB: 8/2017 DOD: 9/2017 Undeterminec
Age at death: 6 weeks
Cause of death Undetermined
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Twenty-six-yearold mother reported finding her sixeekold son unresponsive in bed w
her when she awoke in the early morning. The mother reported that she and her two children
the maternal grandmother. The mother reportedly woke up aroQ@dadn. and fed the infant and th
placed the infant in the queen size bed with her and the-yees®ld sibling, though she reported t
infant usually slept in the bassinet. The mother awoke at around 4:00 a.m. and noticed thasénfain
breathihg andhadblood on his onesie. The maternal grandmother attempted #tothuth resuscitatio
while the mother called 911.The paramedics arrived and transported the baby to the hospital whej
pronounced deceased. The Department investigatedater for death by neglect and risk of harn
her threeyearold child. The medical examiner noted no evidence of trauma and a clean toxicology
there was no clear cause of death. The pathologist reported that the child could have died frian
dysrhythmia which would not show upon autopsy, but since the baby was in an unsafe sleep eny
it is possible the infant died from that. As there was no way to determine if the infant died of natura
or asphyxia, the death was signed ositumdetermined. In December 2017, the investigation
unfounded.
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Prior History : In May 2017, the Department received a call to the hotline from law enforcq
reporting that they had been called because someone found-gahreéd wandering alone the late
morning. The person who found the child took him into the nearby library where there waslaty
officer who searched for the parents for an hour before taking protective custody of the child. The
noted that the child was dredsappropriately and did not have any bruises or marks. The report wag
for investigation of inadequate supervision. The child protection investigator went to the police
The police explained that a local homeless man found the child ancelzded that he was the grandch
of a woman who worked nearby. They first

mother called police within the hour to report her son missing. The investigator spoke with the
who explained thaghe and her mother (the maternal grandmother) left the home to go shopping
left her threeyearold son home with her fifteeyearold brother (maternal uncle). Her son and brog
were sleeping when they left the house. The mother woke up hbebestking him to watch the thrg
yearold and he agreed to do so. When the mother and maternal grandmother retuned home 4§
hours later, she could not find her thygmarold son and she called police. The mother did acknowl
that the thregrea-old could unlock the door. The investigator told the mother to install a lock high
on the door and out of the reach of the child. The investigator completed a home safety chec
informed the mother the importance of separate sleeping spaddltiren because of the risk of rollov
as the mother was pregnant at the time. July 2017, the investigation was unfounded and has s
expunged.

Child No. 27 DOB: 10/2013 DOD: 10/2017 Undeterminec

Age at death: 3 ¥z years
Cause of death Complications of ligature related asphyxia
Reason forReview | ndi cated child protection invest
Action Taken: Investigatory review of records

Narrative: Threeyearold child suspended from a belt looped through hangers in a closet. Thg
was found by t-hireyearold rocenmdtes The no@mmate/ took the child down and
the twentyfive-yearold mother who was taking a bath at the timlee Thother instructed the roommg
to call 911. The child and a twaearold sibling were playing in a bedroom closet (no door on the cld
Police theorize that the child stood on a
wascaught in a belt looped on hangers. In a struggle, the child kicked the clothes out from underr
feet and was strangled. Police closed out the death as accidental. The Department investigated
the mother was unfounded for death and subistaisk of harm on the other children and the roomn
was indicated for inadequate supervision.

53
CHILD DEATH REPORT



Prior History : The mother, who had her first child at age thirteen, has, in addition to the deceasg
children older and two children younger thandhe c e a s e d . Prior to the
investigations for neglect, five that were unfounded and have been expunged and two that were i
Three of the investigations were in January and February 2014, where the older childeshtihes bug
or the mother was not at the bus stop to pick up the younger child after the schedule was changed
investigation came in November 2014 when it was alleged that the younger of the two school aged
missed the bus and walkedstthool without gloves. The mother was unfounded for neglect. In Decd
2015, a Department worker assigned a child welfare services referral called the hotline repo
mother did not have any food or furniture in the home and was not allowing tkentmsee the childref
The report was investigated for inadequate food and substantial risk ofTieaimvestigator visited th
home finding the mother using the stove/oven for heat and the baby sleeping on the air matt
mother reportedthahse had just moved and di dno6t have
with a PackandPlay and other supplies, but again found the mother using the stove/oven for heat]
baby on the air mattress during a second visit to the home. Thstigater cautioned the mother, arrang
for furniture to be donated, and for the mother to get her public assistance and Medicaid-g
established. The investigator unfounded the inadequate food allegation, but indicated the m
substantial riskof harm. The investigator offered intact case services, but the mother refine
following month, January 2016, the hotline was called when the-gégirold refused to get on the b
to go home; the child feared getting in trouble for getting pooksria school. The mother was unfound
for substantial risk of harm. In December 2016, the mother was indicated for inadequate cloth
inadequate supervision when the eigbar old sibling missed the bus and began walking to school-r
zero wedter. The mother reported that she had taken the child to the building foyer early enougk
bus, but then left the child down there before the child got on the bus. The child reported running
bus realizing it had passed and did not put srhat and mittens. The mother agreed that either she
elevenyearold sibling would wait with the child to assure the eigbarold gets on the bus. The cg
was signed out with a referral for community based services.

Child No. 28 DOB: 8/2017 DOD: 10/2017 Undeterminec
Age at death: 7 weeks
Cause of death Undetermined
Reason for Review Open i ntact case at the time of ¢
Action Taken: Investigatory review of records

Narrative: Sevenweekold infant found unresponsive by his mother in a twin bed between her g
two siblings. The mother reported that she fell asleep sitting propped up with pillows behind h
against the wall in a twin sized bed with the infant in her afithe mother woke up to find that the infa
must have rolled out of her arms into the m
years and eleven months). The infant was unresponsive. The mother carried the infant into the
grandfatherds room, whom t lhegrdndfatheattempteddTBR; 91ilwa
called and the paramedics transported the infant to the hospital via ambulanceghshiefantwas
pronounced deceased. The Department investigateh@dicdted the mother for death by neglect, ag
mother reported that the infant slept in a paglay; however, the paekp | ay was f ul
sibling reported that the four of them slept in the twin bed regularly and that the infant slielepoin the
packn-play. The siblings were taken into protective custody and were placed with the m
grandfather. The children are doing very well with the grandfather, who is assisted in caretakin
sister.
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Prior History : The mother had a history with child welfare in another state and was to haeely
contact with Child Welfare. The mother had been living with her father for only a short time wHh
infant died. The mother had an intact case open with the Deparimiinois when the infant died. |
November 2016, the hotline was called by an anonymous reporter saying that the mother and fat
deceased infantés two siblings at the ti me
violence. The Department investigated and unfounded both parents for significant risk of harm, 4
was insufficient evidence of risk of harm to the two children. In March 2017, the hotline was called
enforcement, following a verbal altercation betweeme mot her and f at her
and the maternal grandmother. Both parents tested positive for drugs. The Department investig
indicated both parents for substantial risk of physical injury/environment injurious to hedltetfare
by neglect and an intact case was opened, which remained open when the infant died. In August
hotline was called by the hospital as the deceased infant was born substance exposed with met
his system. The infant was addictednmiethadone at birth and remained in the hospital for about
weeks for addiction treatment. The Department investigated and unfounded the mother for substa
of physical injury/environment injurious to health and welfare by neglect, as theurdtance involve
was methadone.

Child No. 29 DOB: 1/2016 DOD: 10/2017 Undeterminec
Age at death: 1 ¥ years
Cause of death Undetermined
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Oneandhalf-yearold was foundn the floor not breathingy t h e mo t-sevenr
yearold friend and was pronounced deceased. It was reported that the-tiwerytyarold mother went
upstairs to her fri-endihlbygarcalpdard anegiitt ewi tthh en en
seven and eightearold children were also in the home. Everyone in the apartment had fallen asld
sometime during the early morning hours, the mother woke up and went back down to her own af
She observed her daughter asleep on the couch with her friendtaed ot her chi | dn
wake her up, so she left her there. The mother also did not wake up her friend to tell her she wg
her apartment. The friend woke up at approximately 4 a.m. and found the baby on the floor not b
As part of the autopsy, it was determined after an expert reviewafsctaken of the baby, that she |
a linear nordisplaced right parietal skull fracture. The forensic pathologist indicated that the &
found no evidence ofsignificant natural dissse, injury, active infection, congenital anomd
malformations, metabolic disorders or malignancy. Medical records obtained during the autops
that in June 2017, the baby had been seen in the emergency room after a fall at a community |
baly was also seen in September 2017 for vomiting with blood, and in October 2017 for vo
however, she was not reported to be ill at the time of deathcHiltkprotectioninvestigation remain
pending.
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Prior History : In June 2017, the hotline raeed a call from a friend/neighbor to report that
witnessed the deceased babyds babysitter (
harming the baby. She reported that the babysitter slapped the baby in the back, causing thetQ
her head off the wal/ sever al ti mes, l eavi i
the mother saying the child fell in the pool. The babysitter would hit the baby causing the baby t
the floor; she also yells and sweatshe baby. This reporter was no longer staying with the babysit
the babysitter told her to leave. The reporter was now staying in a shelter. The Department inv
the babysitter for cuts, bruises and welts. The investigator interviewed ty&ttsabwho reported thd
she had never hit or pushed the baby. The babysitter stated that the baby had fallen and hit he
pool and said the mother was with her and they took the baby to the hospital for treatment. The
records did confm this account of events and it was noted in the records that a child abuse scr
also completed. The babysitter added that she recently had a friend staying with her and she told
to leave. The former friend had become upset and toldipesbe was going to call the Departmen|
retaliate against her. The investigator al
that baby had fallen at the pool and said that their mother did not hit the baby. The investigateniey
the mother and she did observe the child to have a bruise on her forehead. The mother confirmed
had fallen and hit her head at the pool; she denied that anyone ever hit the baby. The mother 4
she never had an issue with the babgwsiind confirmed that she did have someone living with her.
investigation was unfounded and has since been expunged.

Child No. 30 DOB: 10/2017 DOD: 11/2017 Undeterminec
Age at death: 23 days
Cause of death Asphyxia by unknown means
Reason foReview. Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative: Threeweekold infant was found unresponsive by his teenaged parents and wa
pronounced deceased. The sevenigero | d mot her was at the mat
two children and their father. While the mother was giving heramtka-half-yearold a bath thd
seventeetyearold father was changing the infant. The father admitted to police that he was fru
with the infant; shook him and threw him down on the bed. The infant subsequently fell off the K
onto a hammer that wagng on the floor. The father stated that the infant was fussy and he was
The father placed the infant in bed with him and rolled over onto the infant. The infant began va
turning pale and became unresponsive. The father was criminaityechaith aggravated battery to t
infant, although the charges were subsequently dropped. The Department took protective custd
sibling and the sibling was placed in a traditional foster home. An autopsy found the cause of de
asphyxiaby unknown means. The autopsy showed multiple minor injuries. The infant was in an
sleeping environment. The investigation against the mother and father for substantial risk of
injury/environment injurious by neglect to the sibling was éatkkd. The investigation against the fat
for cuts, bruises, welts; bone fractures; and death by abuse was indicated.
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Prior History: The unfounded child protection inves
July 2017, it was reported the hotline that the mother left the father and their three children to hg
affair with another man. Six days prior to the report there was a domestic incident that involved the
father and the motheroés paramoth. itTlhe motrf
punched the motherds paramour in the presei
Four days | ater, the mother went to the fat
The bndlord contacted police and the mother was arrested for battery. The mother has pgssidiq
disorder with heroin use and the father has a cognitive delay. The Department investigated the m
father for substantial risk of physical injury/éenv on ment i nj uri ous by ne
mother and her siblings. The investigator met the father who had obtained an order of protectio
the mother and the kids were included in the order of protection. The father repartbd thather left
two weeks ago and was dating someone. The mother came to the home demanding the fathd
things and began hitting him. The father bd
teenaged mother reported that herlmottame to the home the other day asking her dad to buy her {
she stated her mother started "wigging out"; and her mother was hitting her father. She further
that her sister told her mother she needed to leave if she was going to tictlked her mother startg
hitting her. The investigator met with th
mot her hits their father in front of t hem.
threatening their fatherThe children were staying with their aunt and were clean and approp
dressed. No outward signs of abuse or neglect. The paternal aunt stated that the teenaged mott
oneyearold daughter stayed with her and that the teenaged mother wag fesues with truancy. Sh
also stated that she assists with the care of the other children and will continue to help out with

In September 2017, the investigator met with the children and they reported that things were fine
with their mother not being around. The teenaged mother was pregnant with her second child

receiving prenatal care. The investigation was unfounded.

Child No. 31 DOB: 9/2017 DOD: 11/2017 Undeterminec
Age at death: 2 months
Cause of death PendingAutopsy
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Two-monthold infant found unresponsive by her mother; 911 was contacted and the
was transported to the hospital where she was pronounced deceased. The Department d
investigation against the mother for death by neglect. The detective caistheeported that the pare
admitted to drinking and smoking marijuana on the evening the infant died. The parents stateg
infant had initially fallen asleep in the swing. After the child fell asleep, the parents drank and 1
marijuana. Tk mother woke up to feed the infant and fell asleep with the infant in bed with her.
the mother awoke, she was facing the wall and the infant was turned to the side behind the mo
two-yearold and oneyearold siblings were upstairs with theaternal grandmother with whom they liv
with at the time of this incident. It was also reported that the heasealirty and infested with roachd
There was garbage and rotten food on the counter tops, floor and tables. The house had an od
wasmarijuana paraphernalia confiscated out of the home. The Department added an allegation a
mother and father foenvironmental neglect to the infant and her sibling. The family agreed to a
plan. The medical examiner reported initial fingnthat there was no indication that the infant die
abuse or trauma; the infant was diagnosed with Downs Syndrome and kidney issues. This wa
layover death, but they were waiting for toxicology. In July 2018, the toxicology results fourttet
infant had isopropyl alcohol (rubbing alcohol) in his tissues. Additional forensic testing was need|
child protection death investigation remains pending due to outstanding autopsy and the need for
(multi-disciplinary team) meeting to @igss findings of the autopsy. The family agreed to intact fa
services. The family was referred for a substance abuse assessment, grief counseling, andg
monitoring of the home. The intact family services case was closed successfully in June 2018
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Prior History : The fatherhad a history with the Department as a child. He was the subject

investigations as a child and was a youth in care at different times between 1997 and 2004. In M
the mother and father were investigateddobstantial risk of physical injury/environment injurioug
health and welfare to their fiv@onth-old daughter, when it was reported that there was a don
violence incident that took place between the mother and father in the presence of theivbidyhe
mot her was holding the baby she and the f af
the baby. The investigation was indicated. In July 2016, the mother was investigated for cuts,
welts, abrasions and oral injuries; dieguate food; and for substantial risk of physical injury/environi
injurious to health and welfarencidents of violence or intimidation, when it was reported that the m
pinches her onanda-half-yearold baby on her legs, arms and stomach edttby will cry. The bab
was reported to have small bruises on her arms. The mother also was reported to pick upribe-g
half-yearold baby and fivenonthold baby by their wrists, holding them up and dangling them in th
The investigation wa unfounded and eventually expunged. In January 2017, there was an unf
investigation against the father for substantial risk of physical injury/environment injurious to heg
welfareincidents of violence or intimidation to his eigfgarold brother, who was staying with the fath
for a few nights and reported that the father punched him to keep him awake to play video gar]
father denied this and the investigation was unfounded.

Child No. 32 DOB: 8/2017 DOD: 11/2017 Undeterminec
Age at death: 2 ¥ months
Cause of death Sudden Unexpected Infant Death
Reason for Review Child of a youth in care

Action Taken: Investigatory review of records
Narrative: Two-andhalf-monthold infant found unresponsive laying on her back in her loyither
mother at 9:00 a.m. There were no known concerns regarding the scene or the crib. The mother
were visiting a maternal cousin. The mother stated that she last saw the infant alive at 5:30 &
mother woke up and found the infant upessive and attempted to perform CPR and the cousin
911. The ambulance was taking too long, so the cousin drove the family to the hospital where t
was pronounced deceased. The infant was found to have blood in her lungs and appeagespioup
blood. The infant also had a small rash to her forehead, but no other known iffjuedavestigato
spoke with the infantés pediatrician who h
documented, no foul play, no traumatifuities on examination, skeletal survey was negative for trg
or deformity and toxicology was negative. The manner of death was ruled undetermined, cause
was determined to be suddenexpected infant death. The investigation against the mothde&bh by
neglect was unfounded.
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Prior History : The father was a youth in care from 2002 through 2014, when he aged out of ¢
had a son in August 2014 who came into care in May 2016 and the case closed in January 2017
child was returned home to his father. The mother became a youttreiwken she and her siblings w
placed with relatives in December 2010, after a failed intact family services case from January 2
mot her moved around between relatives and
changed to indepelence. In July 2015, the mother gave birth to her first child. The caseworker b
her a packn-play and discussed safe sleep. The mother was working with a parenting cog
completed a new birth assessment. The mother was doing well with the Inf&ebruary 2016, th
mother and baby were placed in a transitional living program. In August 2016, the mother was invd
for substantial risk of physical injury/environment injurious to health and welfare by neglect to h
after it was repded that the eighteeyearold mother was involved in an altercation with her-gaar
old child present. The investigation was unfounded and eventually expunged. By September 2
mother was moving around living with various family members and hranmair. In March 2017, sh
moved out of state and had an apartment with her boyfriend. The worker continued visiting the
twice a month oubf-state. The home was safe and appropriate. In August 2017, the mother gave
her second child (decess infant). The worker did not know that the mother was pregnant. The n
admitted she did not know until about the sixth month. The mother was evicted from her apartn
of state and moved back to lllinois and was living with relatives. By Oc®Er, the mother and th
children were living with her paternal grandmother, but she planned to move in with her a
unauthorized placement as the aunt would not allow the worker to complete background chec
family members living in the homé new worker was assigned in October 2017. In November 201
mother told the worker that she had no desire for services and remained uncooperative. Shortly t
the worker received a call from the mother that the infant had died. After the tdeamother and hé

paramour | ived with the paramourds grandmot
and the surviving sibling were living in an unauthorized placement. The mother wanted her DC
closed. She was engaged intlpesa, but no ot her services. The

living in an independent living placement.

Child No. 33 ‘ DOB: 6/2017 DOD: 11/2017 Undetermined

Age at death: 5 months
Cause of death Undetermined
Reason for Review Pendi ng Chil d Protection I nvest:i
Action Taken: Investigatory review of records
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Narrative: Five-monthold baby found unresponsive by his thigix-yearold mother around 4:0
a.m. when the father got up faork. The baby was on his back in bed with the parents. The bal
been crying in the middle of the night around 3:00 a.m. so the mother took the baby out of his sy
laid the baby next to her. When the parents awoke the mother noticed the Isafgt waving and wa
unresponsive. She then noticed the babyos
The father took over CPR wuntil the paramedi
and pronounced dead at 540n. The parents denied any possible rollover. At the lastabif check
up in October 2017, the baby was healthy. An autopsy was completed; the medical examiner i
the investigator that the baby was diagnosed with lymphocytic myocarditis (aigibtdethal medical
condition). Although the myocarditis may have been the cause of death, because the baisjagaingy
with two adults at the time, he was unable to say for certain that the baby died of natural cau
investigation was initi#d by the Department against the mother and father for death by negle
mother was indicated with the rationale that there was sufficient evidence to support that the
di spl ayed a bl at ant -begingsas shg eslepdwithtiee baby despite beinb givé
anticipatory guidance regarding safe sleeping practices for the baby, the mesheptosith the baby
anyway. Although the baby was diagnosed with myocarditis the medical examiner could not rulg
possibility that thdvaby suffered asphyxia due to the risk factors posed by thieeping. The father wa
unfounded with the rationale that he was asleep when his wife put the baby in bed with them.
Prior History: In September 2017, a nurse reported to the hotline that the mother admitted to op
slapping her thremonthold infant in the face. The mother stated this when she was at the hospita
evaluation for pospartum depression and sé&firm. This mcident occurred four days prior to th
evaluation following a physical altercation between mother and father. The reporter stated that th
currently has bruises. The Department initiated an investigation against the parents for substamt
physical injury/environment injurious of health and welfare. During the investigation, the moth
hospitalized. Paternal relatives moved in with the family to help care for the baby. The mother
involved in mental health services. The invgastor referred the family for intact services but the h
off was not completed before the death. The mother and father were indicated for all allegatiq
rationale was that both parents admitted to domestic violence in the home and that the iafaa
developmental stage where he is dependent on his parents for health and safety.

Child No. 34 DOB: 6/2017 DOD: 12/2017 Undeterminec
Age at death: 5 %2 months
Cause of death Undetermined

Reason for Review Open intact family servicescasegah e t i me of chi |l dés
Action Taken: Investigatory review of records

Narrative:  Five-andhalf-monthold baby found unresponsive by her twepgarold mother. The
mother called 911; the police arrived and attempted CPR until the ambulance aniv@dramedic
continued CPR on the way to the hospital where the baby was ultimately pronounced deceased. T
received a call reporting that the mother gave two different accounts of what happened surrourn
death. It was also reported thaetbaby had been dead for several hours before 911 was called.
further reported that the living conditions were very poor with garbage, food, clothes and beel
throughout the residence and that marijuana and marijuana paraphernalia waseatthiof the two
yearold sibling. On the floor of the room with the crib and bassinette, there were bottles with so
formula. Food and toilet paper was scattered around the crib and there was no bedding on the
the crib. The Departmeiivestigated the mother for death by abuse and environmental neglect {
of her children; and substantial risk of physical injury/environment injurious by neglect to her olde
I n a separate investigat i o nertotheroleer sibting)twasrindestigdt
for death by abuse; the Department also investigated him for environmental neglect and substa
After the death of the baby, her twearold sibling was taken into protective custody. Law enforcer
investigated the death and forwarded to the State's Attorney for review. The State's Attorney re
lack of evidence that the child died from abuse and would not charge for the death of the ch
investigations were unfounded for death and indicaiednvironmental neglect and substantial risk.
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Prior History : In September 2017, the hotline received a call from a nurse to report that the mof
brought her twemonthold daughter in for her twmonth old checkip and was diagnosed as failurg
thrive. The infant had only gained 12 oz. in tmonths. The mother was breastfeeding and using forr
The reporter was concerned that the mother was watering down the formula. It was reported that
had poor muscle tone and severe lag in hmadement. The Department investigated the mothe
failure to thrive. On the date the report was made, the investigator met with the mother and obs{
two children. The infant was observed drinking formula. It was noted that she did appeamallbbut
seemed to take the formula well. The tyearold was observed taking a nap; he appeared health
did not have observable injuries. The mother acknowledged that the nurse practitioner had conce
her infant not gaining weight. Shechanother appointment scheduled in two weeks. The mother d
watering down the formula. The babysitter confirmed that the infant was being fed as directed
the formula was not being watered down. The mother accepted intact family services. theé
investigation was pending the infant was hospitalized as she was having difficulty with having
movements. The treating physician changed her formula to a soy based formula and the infg
gaining weight. The investigation was unfoundethvai referral for community based services. Once
formula was changed the baby started to gain weight and was developing well. The mother H
cooperative with services and stayed up to
open at the time of the babybs death in Dec

Child No. 35 DOB: 9/2017 DOD: 12/2017 Undeterminec
Age at death: 3 months
Cause of death Undetermined

Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative : Threemonthold infant found unresponsive by his twesgvenyearold mother. The

mother called 911 and when paramedics arrived on the scene the mother was holding the infant
mortis had already set in. The infant was pronounced deceased oarthe Bhe Department investigat
the mother for death by neglect and substantial risk of physical injury/environment injurious to he
welfare by neglect to both of her surviving children. The mother reported to the investigator that
pickedup the infant at her motheré6s home the 1
her other two children were and she stayed for a little while; the infant was with her the entire ti
left the party and picked up her paramour and retitio her apartment approximately two hours |3
She gave the infant a bottle and laid him in her queen size bed, she fed the infant again in the

the night and she awoke in the morning and found him unresponsive. Her paramour stayeddhnd
the mother and the paramour slept in the same bed with the infant. The medical examiner found th
of death to be undetermined because it was unknown whether external factors or the sleeping en
caused or contributed to the death. Theiocaaxaminer also could not rule out genetic abnormalitie
April 2018, the investigation against the mother was unfounded.
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Prior History : In December 2016, the hotline received a call from a school counselor to report {
mot her gygaros dvehi | d reported that his wuncl e 1
him not to tell anyone. The child denied any touching, but was afraid of his uncle because he m
do this all the time. The Department investigated the unclesfaras exploitation and substantial risk
sexualabuse i bl i ng of sex abuse. The c¢child had
day after school until the mother could pick him up. The investigator spoke to the uncle who de
allegation. A forensic interview took place with the child who reported that after a basketball ga
uncle asked the child to go into his bedroom where the uncle showed him his penis. The child dg
there were other times this happened. The motekeved her son and said they would not go to
house anymore. In January 2017, the investigation was closed and the uncle was indicated. In [
2016, three weeks after the first investigation was called into the hotline, a call from a physiwanto
the hotline t o r e-pearold datghter had threeedifferamttvikitder sdemlifférent
pl anes which were Asuspiciouso and Aconcernr
Two days before this report was dea this same doctor had examined the child as part of the
investigation and observed her to have visible injuries which included a linear scar on her right W
ran from her wrist to her elbow and two separate patterned linear scars omhigteripr thigh that thg
mot her said may have been from Afalling ont
a visible burn and scar on her |l eft el bow,
home. The mothalid not give the time frame for any of these injuries and never sought medical h
the child. The mother said the grandmother watches her-seaenld son and his twgearold sister
daily when she is at work. The doctor stated that the childdwmi disclose how she received the injur
and that the mother was present during the exam. The Department investigated the mother
bruises, welt, abrasions and oral injuries and burns to theydasnld. The investigator noted th
althoughthe doctor expressed concerns he could not specify whether the injuries were a result (
The investigator went to the family home and the sep=rold told the investigator that he and his sig
had gotten hurt on a bedframe and that his urg& it apart. The mother confirmed their story 4
showed the investigator the dismantled bedframe and she noted that the bedframe had sharp ¢
investigation was unfounded against the mother.

Child No. 36 DOB: 3/2016 DOD: 1/2018 Undeterminec

Age at death: 22 months
Cause of death Undetermined

ReasonforReview | ndi cated child protection invest
Action Taken: Investigatory review of records
Narrative : Twentytwo-month old medically complex toddléound unresponsive by his twent|

oneyear old mother. The mother called @bl started CPRParamedics arrived on the scene :
transported the toddler to the hospital where he was pronounced deceased. The toddler was born
at 25 weeks gestatiorbue to complications from prmaturity, the toddler had the medical diagnosi
cerebral palsy and respiratory issues. The family slept together in one room that had a lasge
mattress on the floor along with a small mattress and a small bedndther reported that the todd
had been fussy throughout the night before his death and she was unable to get him to go to g
early morning. She woke up around noon to go to the bathroom and found the toddler cold-&g
responsive. The autep report determined the cause of death as undetermined. The Department
investigate the death for abuse or neglect.
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Prior History : The family first came to the attention of the Department in October 2015 when the
called the hotline to port that the mother and father left their thyearold child unsupervised for g
hour and a hal f. The mother I eft the child
go shopping and the child was found by security staff irhtilevay of the apartment complex cryin
Before taking the child to the police department, the security officer went into the home to get sh
clothing for the child. He said that the apartment was not clean nor did it appear taken care of, ad \
not navigate through the apartment because of clothing, food, and general household items throy
apartment. The police took protective custody of the child, and contacted the mother, who repo
she left her son in the care of his fathEre police waited an hour and a half before the father retu
Upon returning, the father was arrested and charged with child endangerment. The mother pick
child from the police department. The Department investigated the mother for envitahnaglect thal
was unfounded and later expunged. The Department investigated the father for inadequate sy
and was indicated. In September 2017, the Department received a call to the hotline to repor
mother of the deceased tweittyo-month old and one of the neighbors left their children home alon
the children were found on the back porch of the home without any supervision. The police wel
and found the kids to be unsupervised. The mother and neighbor left their cinilthercare of a friend
however, the friend left the children unattended. The friend admitted to leaving the children ung
and was arrested for child endangerment and indicated for inadequate supervision. The mg
unfounded for inadequatervision due to evidence supporting that she appropriately left the ch
in the care of a friend.

Child No. 37 DOB: 11/2017 DOD: 1/2018 Undeterminec
Age at death: 2 months
Cause of death Undetermined
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative : Two-monthold infant died after being found unresponsive in her bassinet by her
father, which was the maternal cousin. It was reported that the foster father had put the infant do
bassinebn her stomach with her head turned to the side; approximatelgrtadoalf hours later the fostd
father checked on the infant and found her face down in her bassinet, not breathing. The infant
to the hospital via ambulance in full cardiaceatrand was put in the pediatric ICU and placed
ventilator. Two weeks later, the infant was extubated and pronounced dead. The Department iny
the foster father for death by neglect. The foster father stated that the day before the ireinhéant
was sleepier than usual and taking four hour naps. He further stated that before he put the infant
a nap she seemed a bit Aantsyo because she
was unfounded as an accidental scdfiion due to the child sleeping in prone position and a contrib
factor of viral infection in a very young infant. This combination may have resulted in the resp
arrest that subsequently led to the cardiac arrest. The cause of death wasdedednined.
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Prior History: The deceased infantds mother had phy
seizure she suffered at age two. She was paralyzed on her left side, required a wheelchair, an
mental functioning of a teyearold.l n  Apr i | 2016, the mother g
hotline was called due to the mothero6s menit
for substantial risk of physical injury/environment injurious to health and veetfgmeglect because
her physical and mental limitations. In May 2016, the Department was granted temporary custo
infant and placed him in foster care with
evaluation and parenting apty assessment which concluded that the mother had underlying dep
as well as trauma concerns consistent with PTSD. The assessment concluded that the mg
physically incapable of caring for an infant or young child. In August 2017, the fustent informed
the agency that the mother had recently been discharged from the psychiatric hospital and was
five to six months pregnant and homeless. The cousin volunteered as a placement resource forj
child is born; his home was detgined to be safe upon the birth of the newborn. In November 201
hotline was notified by the hospital that the mother gave birth to her daughter who was born pren
thirty-three weeks. The mother was indicated for substantial risk of phiygiggfenvironment injurioug
to health and welfare by neglect due to her severe mental and physical limitations and inability tg
The infant was discharged after tm@eks to the foster home. The infant was sleeping in a bassinet

fosterfathe 6s r oom and was cared by her foster g

Child No. 38 DOB: 10/2017 DOD: 2/2018 Undeterminec
Age at death: 4 months
Cause of death Undetermined
Reason for Review Cl osed I ntact; indicated child p
death
Action Taken: Investigatory review of records

Narrative : Fourmonthold was found unresponsive by her ninetgearold mother while sleepin
in an adult bed. The mother and maternal grandfather transported the infant to the hospital wher
pronounced deceased. The Department investigated the motheafbriy neglect. The investigati
revealed that at approximately 5 p.m., the mother laid the infant down for a nap on an adult bed
a blanket that was folded multiple times. The mother also covered the infant with a blanket. The
sat on he bed resting upon the headboard drifting in and out of sleep; the mother denied laying
the bed. At approximately 5:30 p.m., the grandfather checked on the infant; he saw her asleep a
room. At approximately 6:45 p.m., the mother wientvake the infant and she was not breathing.

mother did not call 911; she and the grandfather put the infant in the car and drove her to the
which was approximately five minutes away from the home. The mother attempted CPR in the dal
way to the hospital. Upon arrival to the emergency room, hospital staff attempted to revive the in
were unsuccessful. The infant was pronounced deceased at 7:14 p.m. The investigation against {
was unfounded. The investigator providhad family with a referral for grief counseling.
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Prior History : In October 2015, the hotline was contacted and it was reported that the m
grandfatherds paramour was -ygarod sdt idtawtgihnt e rt H 4
mother). The Department indicated the paramour for substantial risk of sexual abuse to they#ard
old (the infantds mater nal gaaroltd )n Oatober 2016 threshatlir
was contacted and it was reported thatghramour was residing back in the home after being investi
a year earlier and indicated for human trafficking. The Department investigated and indicated tk
for substantial risk/environment injurious by neglect to his daughters. The faithéhd investigator thg
upon completion of the first investigation, he was told he could allow his paramour to reside in tH
again. However, the investigator concluded that the father was aware the paramour was p
indicated and allowed heo reside in the home putting his daughters at risk. The father agreed td
family services. An intact case was open from December 2016 to October 2017. The fani
compliant with services and met with the case manager regularly. The fatheuedrttia relationshij
with the paramour; but she was not allowed to live in the home or have unsupervised contact

fatheroés daughters. The paramour was given
The paramour was unable to qaete recommended services due to her lack of income. While the
case was open, the deceased i nfant 6s mo t h ¢

contacted the appropriate facilities for services regarding daycare and parentirtgpedand obtaine
infant equipment and clothing. In October 2017, the case manager completed a final home visit
family and the family was given resource information regarding parenting services. In December
school social worker contactede hotline to report that the maternal aunt who was fifjesamsold
di sclosed that the fatherds paramour has be
that the paramour was not supposed to be in the home because of a sexyaffiakje by the FBI. Th
Department investigated the paramour for substantial risk of sexualsduséfender having access
the fatherdés daughters. The father report ed
that the intatworker told him he could see her and she could go to his home, but she could ng
there or sleep there. The daughters both d¢g
father was still seeing her. In January 2018, the paramasiindicated.

Child No. 39 DOB: 4/2000 DOD: 3/2018 Undeterminec
Age at death: 17 years
Cause of death Pending autopsy
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative : Seventeetyearold boy died dudo injuries he sustained at sixeeks of age when H
was severely abused and suffered head trauma. The Department added the allegation of death
the original indicated investigation from 2000 against his mother and father. Thirteen days e
boybs death he was admitted to the hospitd
infection and was discharged eight days later. He was readmitted to the hospital the following d3
fever, stoma drainage, gastric residual, irespry issues and seizures. His kidneys began to fail an
passed away a few days later due to multiple organ failure. Both parents were indicated for death
due to the original inflicted injuries.
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Prior History : In June 2000, the hotline reiged a call from hospital staff to report that the mother
brought her sixweekold son to the emergency room because of lethargic behavior. The pare
reported that the infant vomited twice the day prior. The staff stated that the minor |abé&eohg gray
and his head looked large. He had a crescent shape mark on the left cheek. Tests perforn
emergency room indicated two subdural hematomas, with possible retinal hemorrhages. T}
required immediate surgery to alleviate the pues off the brain. The infant was admitted to the PI
Subsequent tests revealed the infant to have retinal hemorrhages in both eyes, three broken
seizures on the left side of the brain. The EEG showed that the infant had suffered a aing
strangul ati on. The hospital staff stated
Department indicated the parents for allegations of subdural hematoma, cuts, welts, abrasions
injuries, brain damage/skull fracturand bone fractures. The mother offered no explanation fo
injuries and both parents said they were the only caregivers for the infant. The Department wag
temporary custody of the infant and his tyearold brother. His tweyearold brother vas placed with
a relative. When the brother turned eighteen, his case was closed with the Department and he re
the care of his relative. Due to the infant
delays, seizure disorder, rtical blindness, spastic quadriplegia, inoperative shunt, tube
microcephaly, severe mental retardation and osteopenia. He was left in a vegetative stateoAths
of age the baby was placed in a specialized foster home. He had lived in thiartdrnie death of his
foster parent in 2015. He was then plageé residential facility for noambulatory individuals with
severe and profound developmental disabilities; he remained there until his death.

Child No. 40 DOB: 7/2012 DOD: 4/2018 Undeterminec
Age at death: 5 years
Cause of death Oxycodone intoxication with a contributing factor of congenital heart disea]
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview of records

Narrative: Five-yearold boy found unresponsive by his mother in the morning. The mother g
CPR and contacted 911. The paramedics arrived on the scene and transported the child via am
the hospital where he was pronounced deceased. The mother relpairtbd hight prior to his death, t
child stated his heart huAn autopsy performed later that day, found the child to have a congenital
that was never diagnosed by medical professionals. A month later, the toxicology results from theg
cane back and showed | et hal l evel s of Oxycog
new information, the Department investigated the mother fodéla¢h andsubstantial risk of physica
injury/environment injurious to health and welfdoey negl ect to the de
investigator met with the mother who reported that the child had come home from school and at
p.m. he said he was tired, laid down and took a nap for an hour. When he woke up he appeared
and went to bed around midnight. The mother
were also spending the night at her home. The mother woke up around 2 a.m. checked on the ch
saw the fiveyearold child sleeping on his std She then woke up at around 6 a.m. and discoverg
chil dbébs eyes open and r d&hdn toxicoltgp resklis wereeobtaingds pok
interviewed family to figure out the source of the drug. The police told the investigatdhélyalhad
interviewed the mother for two hours and they had no way of knowing if the child ingested the me
at the motherds home or not. The coroner r ¢
pill was taken and how long it walitake to affect the child since the amount of drug taken was unki
The mother agreed to a drug screen and took her children for medicalcipesk. The mot R
showed THC; she admitted to smoking marijuana. The mother did not have gopimstor Oxycodone
and she denied giving her son any medications. No one in the home reported seeing the child t
medications. The thregearold sibling was found to have the same heart condition that her brothg
The investigation againshe mother was unfounded, since the child could have gotten the med
from anywhere and the investigator and police were unable to determine where the drug came f
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Prior History: 1| n May 2017, the hotl i ne wahmmeowasuhsanitdn
It was reported that there were dirty diapers, rotting food, garbage and junk everywhere; the chil
not have beds; and the children did not go to school. The mother was investigated for envird
neglect. The investigatavent to school and spoke with the 4garold sibling of the deceased chil
who reported thatometimes the home is clean and sometimes the home is dirty with toys howg
helps his mom clean up the mess. The investigator conducted a home visitinothler was not hom
The investigator was allowed in the house and laid eyes on the infant (four months), who was
and appeared clean, appropriately dressed and showed no signs of abuse or neglect. Six day
investigator went back to thieome and observed the children in the home to be clean, approp
dressd and showed no signs of abuse or neglect. The home was appropriate and in good cond
investigation against the mother was unfounded

Child No. 41 DOB: 9/2017 DOD: 4/2018 Undeterminec
Age at death: 6 Y2 months
Cause of death Asphyxia due to overlaying due to-steeping in an adult bed
ReasonforReview | ndi cated child protection invest
Action Taken: Investigatory review of records

Narrative:  Thirty-five-yearold mother found her sianda-half-monthold baby unresponsive in bg
where she was reportedly-steeping with her twgyearold sibling and an adult. The mother contag
911 and started CPR. The baby was transported to the hospitablmaace where she was pronoun
deceased. The Department investigated the mother and father for death by neglect. This was
infant of the mother's that passed away due tsleeping; two prior infants died in sleeglated
circumstances, in 2@land in 2014. Autopsy findings were consistent with asphyxia due to over
while cosleeping in an adult bed with an adult and a child. The parents were both indicated for g
neglect. The two surviving children came into care of the Department.

Prior History : The deceased baby was one of five children born to this mother. The mother an
were involved with the Department as chil d

adult was in December 2012, when her fimenthold son died. The fivenonthold was in the care d
the father and his paramour, while the mother was with heryieald child who was having outpatie
surgery. The fivanonthold died while cesleeping with his caregivers. The Department investighie
father and his paramour for death by neglect. The Department also investigated the matter for s
risk of physical injury/environment injurious to the thigsarold child by her mother after she left h
daughter at the hospital after beingtified about the death of her son. In February 2013,
investigations were unfounded. I n Februar
two-andhalf-monthold to the DCFS hotline. The mother contacted 911 when she found thg
unresponsive. The Department investigated the mother for death by neglect. The mother acknd
that she had consumed alcohol on the date of the incident; she then laid down with-&ued hatf-
monthold and awoke to find her unresponsive. The motherhgatckn-play available for the baby an
had received information about the risks ofsteeping prior to the incident. In April 2014, the mot
was indicated for death by neglect and was referred for community services. In September 2017
persomel contacted the hotline following the birth of the deceasedrsba-half-monthold baby. It wag
reported that the mother disclosed two previous child deaths. The Department investigated the n
substantial risk of physical injury/environmenturipus by neglect to the newborn girl. The investigz
interviewed the mother and observed the newborn. The mother told the investigator she was invo
community programs and would be receiving home visits; and had received a-plagk The
inves i gator provided a pamphl et on fAnSafe Sl ¢
designated sleeping area for the baby. During the investigation, the investigator learned that th
had traces of marijuana in her system during her pregnatitic the infant. The investigator put a safj
plan in place and required the mother to drop clean before being left unsupervised with her bab
close of the investigation, the infant was in good health. The mother dropped clean and repcsiteq
had not been using or drinking. In November 2017, the mother was indicated for risk of harm to th
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Child No. 42 DOB: 1/2018 DOD: 5/2018 Undeterminec
Age at death: 4 months
Cause of death Closed head injury
ReasonforReview | ndi cated chil d protection invest
Action Taken: Investigatory review of records

Narrative: Fourmontho | d di ed after he was found chok
her fourmonthold with her @mramour at his house while she was at work. The paramour stated
left a bottle propped up on a pillow to feed the infant, while he went to check on his two young d
in another room. The paramour said when he went back to check on thetifdotjrmonthold was
choking and in distress. Emergency medical services were called and the infant was pronounced
at the hospital. When questioned by police, the paramour stated that the infant was prone to vom
eating. The autopsy tirmined that the infant died of a closed head injury, detailing numerous cran
retinal hemorrhages sustained prior to death, however, the manner of death is still pending. T
pending criminal investigation with no identified suspects. Theipcc e and st at e
conducting interviews. The child protecti orn
death remains pending for death by negl ect
youngchildren.

Prior History : In March 2018, the mother left her thre®nth old (now deceased) infant with a frig
while she was at work. Later that day, the hotline was contacted by law enforcement to report tha
line 911 call was made and traced to the home of the babykittas reported that when law enforcem
arrived at the home the porch reeked of marijuana, and ayaeeld child was observed through
window, sitting on a bed with the cell phone. Law enforcement also observed thentmdeld in a
carrier rext to the bed with a propped bottle. The thyearold would not open the door for la
enforcement and the babysitter was seen lying on the bed, unresponsive. Law enforcement forg
and shook the babysitter until she woke up. The babysitter adrtotpartying and using drugs (meth &
ecstasy) the night before. She further stated that while the children were in her care, she smoked
and fell asleep.There was marijuana and drug paraphernalia in the house within reach of the c
The babysitter had a history of substance abuse and was on probattodays after the initial repor
the investigator met with the mother who had since found a new babysitter for the infant, and st
would not allow the babysitter to watch her dhén in the future. She said that she knew the baby

had a prior history of drug use, and knew t
The babysitter was investigated and indicated for inadequate supervision and substaiatigdhysical
injury/ environment injurious to health and

paramour, at the time of the death of the infant, also had a history with the Deparim2afi4, he waj
investigated for sexual penetratiand substantial risk of sexual abuse of two children that hg
babysitting. The investigation was unfounded against the paramour.

Child No. 43 DOB: 2/2018 DOD: 5/2018 Undeterminec

Age at death: 2 months
Cause of death Undetermined
Reason foReview. Pendi ng child protection investig
Action Taken: Investigatory review of records
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Narrative:  Two-monthold was found unresponsive by his thittyeeyearold mother; she contactg
911 and was instructed to start CPR. The paramedics arrived and the infant was transported to th
via ambulance where he was pronounced deceased. It wa®dshattthe mother was-steeping with
the infant on the couch at the maternal gr i
the last person to see the infant alive and sleeping at approximately 12 a.m. The Department iny
themother for death by neglect. The mother told the investigator that she placed the infant on his
on top of a receiving blanket on a sofa to sleep. The mother sat towards the end of the sofa
sitting up the entire time; she denied lyingath on the sofa. There was approximately fifteen inchg
space between the mother and infant. The mother woke up at 6 a.m. to find the infant unresponsi
was no infant bed in the grandmot her determmediting
cause and manner of death as undetermined. In November 2018, the investigation against the
unfounded, as there were no signs of trauma.

Prior History : The deceased infant is one of four children born to the mother, noneobf avk in hef
care. The mother has an extensive history with the Department as a child and parent. The mot
open case with the Department when she gave birth to her son in February 2018. The mother

her worker and informed the workelattshe had given birth to a boy, but she did not provide the d
hospital; she did not reveal the whereabouts of the infant to the Department, which prompted a hd
in March 2018. The worker had concerns about the newborn baby while in the mdths ¢ 4
mot herdéds other child was in a residential p
had been smoking marijuana throughout her pregnancy; and was still dropping dirty after being
rehab and the mother had a bigt of alcohol abuse. The Department investigated the mothgd
substantial risk of physical injury/environment injurious by neglect to the infant. This investigatig
pending at the time of the i nf antpdtesedtheartotheral
the infant. The worker confirmed the information she gave to the hotline and stated that the mof
be living with a boyfriend and provided an address. The worker also informed the investigator tha
currently had a chilih care for medical neglect. The worker reported the last time she saw the

was about a month or so ago at juvenile court. The worker stated that the mother had not been cq
with services and continued to drop dirty while in rehab treatrmidmt.investigator asked the worker
have mom text or call him so that arrangements could be made to observe the newborn and ag
for additional service needs. In April 2018, the parents brought the infant to a DCFS office, the inf
dressed gpopriately with no signs of abuse or neglect. The infant was allowed to be placed in t
of his father. The investigator informed the mother that she was not allowed to have unsupervise
with the infant because she had an open case andohadmpleted services. Both parents agreed.
investigator informed biological father to complete paperwork to obtain sole guardianshig
i nvestigation was stil!/l pending at the ti msg
mother was indicated.

Child No. 44 DOB: 7/2012 DOD: 05/2018 Undetermined

Age at death: 5 years
Cause of death Pendingautopsy
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatoryreview of records
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Narrative : Five-yearold medically complex chilavith scoliosis and a neuromuscular disordes
taken to the hospital by hikitty-six-yearold mother after she noticed he was having trouble breat

The medical staffnotadh at t he chil dbés stomach was di st
The child was transferred to a childrenos
chil ddéos medi cal i ssues, t he dgeapoparentsneentto the Bospl

and reported concerns about t he mo-tisingeenemassop te
child and possibly perforating t hfeurgearoldbdyfriend
ofsevenrmont hs had previously Dbeen indicated fg
He eventually pleaded guilty to child endangerment in exchange for testimony against the mother
sentenced to five years. The mother of that child wateseed to ten years. The child protect
i nvestigator spoke with relatives and a t ej
the child. The recent primary care physician told the investigator he did not have specific conce
previous primary care physician indicated the grandparents mainly brought the child in and
recommended follovup with specialists. The investigator had not interviewed the parents and bo
at the request of law enforcement. A final autopsy mepas not been completed; however, during
autopsy the child was found to have blunt trauma injuries. The current death investigation i
enforcement case remains pending.
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Prior History : In November 2016, the Department received a call to thméaind it was reported th
the mother had been using meth while her4f@arold son was in the home and she had been obs
to be under the influence on numerous occasions. Furthermore, a known meth dealer frequented
and t he mohahadmitted to lsavirgy sex with the dealer in exchange for meth for hers
the mother. The caller expressed concern
The report was unfounded for substantial risk of physical injumgeglect. The report was expunged
the time of the death. In June and July 2017, the father of the child contacted the hotline to re|
someone told him that they had seen the mother using meth in front of the child and the mo
spendingmopey on drugs, not paying the utiliti g
Department investigated the mother for inadequate supervision and medical neglect. The fathe
i nvestigator that his br otcéieroneweakdandgplsareed theamott
her sister and her sisterb6és boyfriend smoki
for about three years and that her drug use was part of the reason for the separation. The invest
spoke with the paternal uncle who said he had never witnessed the mother using drugs, he just h
it from his brother. He had no concerns about the care of his nephew. The mother did ask the
financial help, as his brother was not he¢pher. He said his brother became upset when he (
chastising him not for helping the mother. The investigator then spoke with the mother who stated
was frustrated with the father and that she had concerns about his drug use as hedwicippeeraticallyf
and he had a history of heroin usage. The mother said that her son is small for his age, he has
and other medical issues that the doctors have not found a definitive diagnosis for yet. The mg
report occasional marijuaruse when the child is being cared for by someone else. The child wa
and kneeling on a skateboard, using his arms to propel himself. He appeared at ease in the g
mother. The investigator spoke with a friend who reported no beliefhthatdther was using any dru
while she was caring for the child. The investigator spoke with other family members who reportd
concerns about possible medical appointments being missed but did not have specifics. The in
spoke with the pediric practice where the child had been seen. The primary doctor who saw th
regularly just had left the practice and the family was referred to the practice from another dog
retired. They reported seeing the child once. While this inagtigwas pending the hotline receive
call from another relative reporting that v
crack or meth on the table in the childos
parapherniga in a kitchen drawer. The relative was worried that the child did not get out of the
enough and that the mother does not take him to the doctor or physical therapy. The mof
investigated for medical neglect. A new investigator was asstgrihis investigation. She went to t
home and the mother denied any drug usage. She further stated that the hospital has not assi
new primary care physician and the child had been receivihgrite therapy, but stopped at the ags
three. The hospital is aware that he was not receiving physical therapy. At the next appointment
going to be placed in a cast from his chest to his hips. The medical records were obtaine
investigator and reviewed. It was noted that the child was &t 34 weeks and was in the NICU for th
months. He required supplemental oxygen andtabg placement for feeding. Some chromoso
abnormalities were found. One note from May 2016 indicated that the doctor felt the child had m3
progress isice his first appointment in August 2015. The mother did need to follow up with neur
The nurse practitioner reported that the mg
term harm and no doctors had documented any concernsnBegigations were unfounded. There ||
not further contact with the Department until the death of the child.
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ACCIDENT

Child No. 45 DOB: 1/2002 DOD: 5/2017 Accident
Age at death: 15 years
Cause of death Multiple blunt force injuries from aall-terrain vehicle crash
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Fifteenyearold boy and his twelwgearold sibling took an alterrainvehicle on a publid
roadway. The vehicle crashed and rolled over on the two children. The children were taken to the
and the fifteeryearold later died. The twelvgearold was admitted and treated for serious injuries |
being released to hparent. The Department did not investigate the death.

Prior History : In August 2016, an anonymous reporter called the hotline stating that thsvtifggear

old father of the deceased and the sibling was a drug user and violent towards thediastgt mother
who is scared to leave the father. The caller stated the children are withdrawn and scared and t
fears that he will hurt her and the children if he finds out she is trying to divorce him. The report w4
for investigation of substaial risk of physical injury by neglect. The child protection investigd
contacted law enforcement who reported that they had responded to an incident of domestic vi
2012, in which the mother was a victim of the father. The mother had no stotaw enforcement. Iy
March 2016, the father had been reported for suspicious activity, but no charges were purs
investigator interviewed the children at school who reported feeling safe in their home. They both
that their parents foughThe older child recalled an incident from a few years earlier where policg
called because the father was being violent towards the mother, but he had not been violent since
The school counselor reported no concerns about the childrermather explained to the investiga
that the couple had just separated and the father was living with his parents. The mother had ol
emergency order of protection because the children did not want to be with their father. The moth
thathe had been violent in the past, but not recently. However, he was angry and verbally abusivd
the family and she suspected he was using substances. The father reported that his wife hag
divorce and confirmed the domestic violence incider2012. He denied drug use, indicating he suffe
from depression and took psychotropic medication. He reported his wife was a good mother an
of them had harmed the children. In October 2016, the investigation was unfounded. There has
further contact with the Department.

Child No. 46 DOB: 3/2010 DOD: 7/2017 Accident
Age at death: 7 years
Cause of death Intraventricular hemorrhage due to skull fracture due to blunt impact traun

Reason for Review Pendi ng chil d protection investig
Action Taken: Investigatory review of records
Narrative : Sevenyearold boy was riding his bike when he was struck by a vehicle. It was ref

that the boy was riding his bike in an alley and was struck when he went onto the street. The bg
his way to a friend&s houpmaement didbnotlinvestigate the deatm.
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Prior History : The deceased child was one of four children born to the mother. In April 201
anonymous caller contacted the hotline reporting that the three older children had been reporting
violencebetween the mother and her paramour, and the paramour hitting-fresasotd child when hg
tried to intervene. The reporter added that the children were dirty, windows were covered with
there was spoiled food and the mother sold drugs out bidmee. The Department investigated the mo
for environmental neglect and substantial risk of harm by neglect and substantial risk of harm by 4
the paramour. The investigator interviewed the children at school and spoke with thgeseh d
teachers who reported that the child one time talked about her mother having marijuana at the h
teacher said that the child is usually clean but often disheveled, her clothes are too small and shq
not have her glasses. The childrendeaisdy dr ugs i n the home but

hit the mother. The investigator spoke with law enforcement who reported suspicions of drug ad
the home but no evidence. The investigator met with the mother who reported thaathbeen issug
of domestic violence with her paramour, but she had ended the relationship. The investigator

bruises on the motheros face. The home w4
investigation, the investigator was not atildocate the paramour. Neighbors reported that they ha|
seen him back at the motherds home. Pol i c¢g
investigation was unfounded against the mother and the investigation against the pasasrindicated
In February 2017, the hotline received a call fromthegighto | d chi | dés schod
her teacher that she was not at school the Friday before because her mother became angry wi
her hands around her ne@dnd punched her in the eye. The teacher noticed a healing bruisg
Department investigated the mother for cuts, welts, bruises and substantial risk of harm by ab,
investigator interviewed the sewvgnarold and eightyearold children at schoand it was reported b
the severyearold sibling that the mother did not hit them and took good care of them. The siblir]
if they got in trouble they were sent to their room. The eyglarold reported that last week she kisg
her cousin while laying and her mother got upset, tried to grab her with both hands but eng
accidentally hitting her in the eye. The 1in
further stated that she was not afraid of her mother. The inagistigvas unfounded. The investiga
and supervisor noted that while there were some concerns there was not enough evidence to i
mother. In May 2017, a teacher contacted the hotline to report that thgedgbtd child went to schod
with what appeared to be ringworm on her cheek. The child reported to her teacher that her m
her in the face with a plastic spoon leaving a mark on her face. The child also reported drug u
home. The mother reported that the child had ringwarrhay arm and her younger twearold sibling
hit her in her face with a spatula. She admitted to smoking marijuana when the children were W
father at his house, but did not use other drugs. The investigator interviewed the child beforeheq
investigation and she confirmed that her sister hit her with the spatula and denied that her mothg
The childrends doctor had no concerns of-yearb
old sibling was killed. The investigor offered family services before closing the investigatio
unfounded against the mother.

Child No. 47 DOB: 1/2006 DOD: 7/2017 Accident

Age at death: 11 years
Cause of death Hanging
Reason for Review Indicated child protection investigationi t hi n a year of
Action Taken: Investigatory review of records

Narrative : Elevenyearold boy was found hanging with an animal leash around his neck by his
yearold brother. The mother called 911 and the boy was transported twospgal where he wg
pronounced deceased. The police called the
investigate the death for abuse or neglect. The autopsy determined the cause of death was an
hanging.
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Prior History : In October 2016, the police called the hotline after being called to the family hom
domestic incident. An investigation for substantial risk of physical injury/environment injurious to
and welfare by neglect to all three children by their parefas opened. The mother and father had g
into an argument that became physical. The mother drove to the police department to report the
incident. The boy reported that he woke up when he heard his parents arguing, got in the middle
the father grabbed his shirt and threw him on the couch. In December 2016, bothvpereintsdicated
The Department offered the family services but the parents refused.

Child No. 48 DOB: 2/2002 DOD: 7/2017 Accident
Age at death: 15 years
Causeof death: Blunt impact trauma due to motor vehicle accident

ReasonforReview | ndi cated chil d protection invest
Action Taken: Investigatory review of records
Narrative : Fifteenyearold girl was an unrestrained front seat passenger in a car that went

road and overturned in a field. She was partially ejected from the car and was pronounced ds
arrival to the hospital. Two other people, including the nimeyearold driver, were in the car and h
minor injuries.

Prior History : In May 2017, a counselor from a social service agency reported that according
deceased girl és school principal, s hemewaHe waf
al so contacting police. The principal shar g
the fifteenyearold said she was quitting school to engage in prostitution and it appeared that she
own apartment. The Depardmt initiated an investigation for human trafficking. Upon receiving
report, a child protection investigator made a good faith attempt to the address listed in the repof
was home. The investigator visited the police station and obtainedsrépontearlier that year. The fir
report, was made by a concerned citizen regarding a video of the teen posted on social media. T
and third, were made by the teends mot h-Mmor
Requiring Autho i t ati ve I ntervention.o The police
teen and that she was a part of a ¥atbwn prostitution ring involving multiple underage girls. T
police advised the investigator to contact the FBI as thagwstigations specific to human traffickin
and sex trafficking. FBI Special Agents reported being familiar with the teen and further stated t
need one of the girls to talk openly with them to give them the information. tbkegilobtain firsthand
accounts of prostitution and sex trafficking, it is difficult to prosecute these men; they had no inte
prosecuting the girls for solicitation. In June 2017, the teen was picked up by police as she wag
a runaway. She became extremabgtile and violent, so police transported her to the ER to be ass
Her behavior continued to escalate in the ER requiring her to be sedated and restrained. The {
mother stated that this behavior was out of character for the teen. Thigeteesipoke with the ER stg
who reported the teend6s wurinalysis had tef{g
attempted to interview the teen; however, she stated she was not going to answer any quest
investigator told théeen that people were worried about her and she just wanted to discuss her
safe, and help is available. The teen agreed to go home with her mother. The investigator
information on counseling services available as well as discussing the/itasSASS. The investigatid
was indicated for human trafficking to an unknown perpetrator.

Child No. 49 DOB: 5/2017 DOD: 7/2017 Accident

Age at death. Two months
Cause of death Complications of asphyxia due to unsafe sleeping environment
Reason for Review Open i ntact family services case
Action Taken: Investigatory review of records
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Narrative : Oneweekold infant was found unresponsive wedged between the back of the cou
a cushion. The mother reported that all the younger children were sleeping downstairs becau
cooler. The mother had laid the infant and two siblings on the caoucshe slept on the floor next to t
couch; when she awoke, she noticed her-yearold laying on top of the infant. The infant w
unresponsive and not breathing; the mother started compressions and called 911. The in
transported to the locdlospital in full cardiac arrest and not breathing. The infant was revived

hospital and then flown to a childrenods h
investigation against the mother for substantial risk of physical injurytamvient injurious to health arn
welfare by neglect to the infant. It was reported to the investigator by the hospital social worker
doctors were ruling this an accident and the mother had been consistent with her story and the inv
was urfiounded. Approximately twaveeks after the investigation was unfounded the hotline recei
call reporting that the twmonthold had died. The parents had decided to withdraw life support €
in the day and he lived a little over an hour beforendpgironounced deceased. The Departn
investigated the mother for death by neglect. The autopsy report found the cause of death to
complications of asphyxia due to unsafe sleeping environment and the manner of death was ac
March 2018, th investigation against the mother for death by neglect was unfounded.

Prior History : In June 2016, the hotline received a report that a-ygaeold child was wandering th
streets unattended. The mother reported that she was at the park withehexhddren and the thre
yearol d wanted to | eave. She brought him to N
mother told her that the thrgearold was in the home. The cousin fell asleep and the child left the |
The police citd the mother with child endangerment. During the pending investigation, the

contacted the hotline to report a domestic incident between the mother and her paramour. Th
reported that the children were asleep upstairs during the incidertmdther agreed to intact fami
services. The investigation was closed and indicated for inadequate supervision against the mg
intact family services recommended that the mother participate in parenting classes, domestic
assessment and tomply with all recommendations stemming from domestic violence assessme
to ensure her children are supervised always. In October 2016, the mother informed the worker
pregnant. The mother was minimally engaged in services and repeata@ly tat she needed domeg
violence services. In May 2017, two days after the mother gave birth, the worker visited the moth
hospital and discussed the importance of safe sleeping; the worker ensured that the mother had
play for the irfiant. Five days later, the worker was notified by the hospital social worker that the
had been found unresponsive and taken to the hospital. A child protection investigation was op
substanti al ri sk. The i mtharmatérsal alint pursuarg o b $afety o
In late May, the mother was referred for a mental health assessment and it was recommende
engage in therapy. In July 2017, the safety plan was terminated and the investigation was unfour
ch |l dren were returned to the motheroés care.

Child No. 50 DOB: 10/2002 DOD: 8/2017 Accident

Age at death: 14 years
Cause of death Multiple blunt force injuries due to bicyclist struck by motor vehicle
Reason for Review Open i ntact family services case
Action Taken: Investigatory review of records

Narrative: Fourteeryearold was hit by a car whileding his bike around midnight and died at
scene. It was reported that the mother of the teen contacted the intact family services worker t
him that the teen was riding his bike and was struck by a vehicle, and was pronounced dead &t 1
The Department did not investigate the death for abuse or neglect.
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Prior History : The family first came to the attention of the Department in 2010 due to an unfg
report of inadequate supervision against the mother. The family had two morededonvestigationg
one in 2013 and one in 2016 for substantial risk after reports of domestic violence between the
front of their children. The county Sheriff reported to be familiar with this family and their on
domestic violence issues.n  Apr i | 2017, the county Statebo
the family was court ordered to complete services. An investigation was opened due to ongoing

violence issues in the home. It was reported that at the end of Maréh, 201t he mot her
drunk and argued with the fourteg@garo | d and a fi ght ensued; mo

the teen multiple times. The Department investigated the mother for substantial risk of g
injury/environment injurious o0 heal th and wel fare by negl ec

paramour for substantial risk of physical injury/environment injurious to health and wieifeidents of|
violence or intimidation to the teen. The investigation was indidatdune 2017. The family was referr
for intact family services to address domestic violence and possible substance abuse in the h
mother had reported that the teen had marijuana in his bedroom. The family had over sixted
reports for dmestic violence. In June 2017, it was reported that the mother and the teen complete
health assessments with no recommendations made for either of them. In July 2017, it was rep
the father completed parenting classes while incarceraiteelcaseworker continued to make visits to
home and recommend services until the teeng
was the only child in the home.

Child No. 51 DOB: 7/2010 DOD: 8/2017 Accident
Age at death: 7 years
Cause of death Complications of near drowning

ReasonforReview | ndi cated child protection invest
Action Taken: Investigatory review of records
Narrative : Sevenyearold boy who was mildly autistic died from an accidental drowning w

attending a family event in another state. During the trip, the boy, his adult brother, and his three
went to the pool. The adult brother was supervising the boydidhaot know how to swim. The broth
asked the seventegearold cousin to watch the boy while he went inside to use the bathroom. Tk
wandered to the deep side of the pool an-gears
old wasdistracted. The cousins screamed for help, as they were poor swimmers. The brother ran
jumped into the pool, pulled the boy out and began CPR until the ambulance arrived and transp
boy to the hospital. While he was in the hospital he ldgesl pneumonia, and was diagnosed with &
respiratory failure, brain damage, lack of oxygen and lung complications. He was then airlifted b
hospital in lllinois where he was put on life support. The hospital staff called the hotline totheg
incident and the Department opened an investigation for inadequate supervision of the boy by hig
The parents signed a DNR and the boy died from complication of near drowning. The allegation

by neglect was added to the investigationttBallegations were eventually unfounded against the

brother of the boy.
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Prior History : In June 2015, the police contacted the hotline after responding to a call about 3
boy wandering the streets unsupervised. The Department opened atigatian for inadequat
supervision against the mother. The mother reported that the boy was autistic and needed

supervision. The boyds mother had told her
fell asleep and the door waslocked; the boy let himself out and went to the park. In August 201
boybs mother was indicated for inadequate s

contacted after the fire department received calls about a boy aldresidé of the road. The Departm
opened an investigation for inadequate supervision and substantial risk of physical injury/envir
injurious to health and welfare by neglect. The mother reported that she left her son in the basem
she wento do laundry. She reported they usually kept the keys to get out of the home out of rea
the boy, but the brother had accidentally left the keys in a place where the boy could get to th
family reported this was not the first time the boy lgatten out of the house unattended. The mg
agreed to put better locks on the door. The investigation was indicated for inadequate supervi
substantial risk of physical injury/environment injurious to health and welfare by neglect to thetbsy
mother.

Child No. 52 DOB: 8/1999 DOD: 9/2017 Accident

Age at death: 18 years
Cause of death Mixed Opioid Intoxication
Reason for Review Youth in Care
Action Taken: Investigatory review of records

Narrative : Eighteenyearold youth was found unresponsive in the foster home of his maf
grandmother; 911 was called and the paramedics arrived and determined the youth to be nony
his death was pronounced at the scene without intervention. An autopsyidet that the cause of dei
was mixed opioid intoxication (heroin and fentanyl). Two days prior to his death, this youth was 4
for possession of heroin. To evade arrest, he ingested three small baggies of heroin. The police |
had no kewledge of him ingesting the heroin. He was given a court date and released from d
According to his girlfriend, after returning home in the evening following his arrest he complai
feeling slightly ill and itchy; afterwards he complained ofnigeivery sleepy, and was discovel
unresponsive the next morning.

Prior History : Af t er his mothero6s death in 2010, t h
who became their legal guardian. In December 2013, the aunt sent the youth tihlibes wnaterna
grandmother, because the aunt felt that she was unable to effectively manage his behaviors. In N
the youth was psychiatrically hospitalized for eight days. The aunt/legal guardian was indicated fof
to the youth after shefeused to pick him up and woul d
grandmother to continue to care for him. The Department was granted temporary custody of the y
placed him in residential placement. The youth struggled in residential placgoierg on run, ang
becoming involved in the juvenile justice system. In 2017, the youth was placed in relative fos
with his maternal grandmother. The youthos
him in services, includingubstance use treatment, mental health services, and teen parenting se
he had an infant daughter. The youth refused services, was not employed or attending school
not compliant with the terms of his probation.

Child No. 53 DOB: 6/2017 DOD: 9/2017 Accident

Age at death: 2 %2 months
Cause of death Overlay
ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records
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Narrative:  Two-anda-half-month old was found on the couch unresponsive by her father; sh
transported to the hospital where she was pronounced deceased. The mother stated that sheg
placed the infant in a pagkplay for the night, and in the middle tife night she fed the infant. T}
mother woke up the father to burp the infant. The father stated that he fell asleep with the infa
| oveseat after feeding/burping her; he wokg
fathernoticed the infant was not breathing and there was blood around her mouth and nose. Th
started CPR and called 911, the infant was transported to the hospital where she was pronounced
During the child protection investigation, the fattted admit to rolling over onto the infant. Ti
investigation for substantial risk of physical injury by neglect to the infant was indicated; the invest
for death by neglect to the infant was unfounded; the infant was originally placed in the pagkhe
night before to go to bed and the investig
unfounded.

Prior History: The deceased infant had two half sil
fat her 6 s emladed vdth irmwhenehe mother of his children brought them to a Depal
office and left them there. The mother was investigated and indicated for abandonment/deserti
children, ages four and tweearsold at the time. The Department took {gctive custody of the childre
and placed them with the father. In April 2017, the hotline received a call to report that the fatl
selling heroin out of the home. It was reported that the home had no running water, busted out
and no electrity. It was further reported that the father had children with different women, one of
busted windows out of the home while the children were home. The Department investigated th
for substantial risk of physical injury/environment injuriousrtgglect and inadequate shelter. Aftd
formal investigation, in June 2017, the investigation was unfounded. The home had workin
electricity, and water. The investigator observed the home to have no exposed wiring or structurg
which woud endanger the health and safety of the children. The broken windows in the hom
temporarily repaired. The investigator did not observe evidence of drug use in the home;
paraphernalia or suspicious smells in the home. This investigatiombadsen expunged. In July 20
the hotline received a call to report that there was a domestic altercation at the residence invo
i nfantods mother and father, with the infant
substaritl risk of physical injury/environment injurious to the infant. The investigator observed the
and interviewed the parents. The parents denied substance abuse. The home was clean with
noted. The mother stated everything she told policewimse. The parents denied hitting each other.
father did admit to locking the mother out of the house because she was acting crazy. The iny
spoke to the parents about intact services, but they declined. Following the incident, the rddtifant
left the home for a few days and said that she and the father had worked things out. In Septem
after the death of the infant the investigation was unfounded with services offered and refused.

Child No. 54 DOB: 2/2011 DOD: 9/2017 Accident
Age at death: 6 years
Cause of death Drowning
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Forty-eightyearold father found hisix-yearold son at the bottom of a fotwot deep abovg
ground pool, while at a gathering at a frie
neglect and for substantial ri sk/ eyeardldhalfrsibiegn
The father told the investigator that the adults and two children spent the day swimming. Aft
finished swimming, the adults sat on the deck listening to music and watching television while the
played. The father stated thee became concerned of the whereabouts of higesixold son, so he wer
inside the house to look for him; he said his step was in the house playing video games. The f
went back outside and discovered his son at the bottom of the pool. théedalled him out; a frien
started CPR on the child until the paramedics arrived and transported the child to the hospital
was pronounced deceased. The father stated that he had consumed approximately four to five
day. The father waindicated for death by neglect and substantial risk/environment injurious
surviving sibling.
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Prior History : In March 2016, the Department investigated the father for sexual exploitation to hi
yearold son and his tepearold stepson afer it was reported that the boys observed him hal
intercourse with his girlfriend. During a forensic interview, the boys denied anyone touching
inappropriately or seeing any naked pictures. There were no disclosures of sexual abuse. In M
the investigation was unfounded, as there was no credible evidence of sexual exploitation. In N
2016, the hotline was contacted with a report that over a weekend in October theyebrgdd and five

yearold boys reported that the father tookmnhto the park and went to the bar leaving them fe4(B
minutes unattended. The elewmmarold said the bar was out of their sight and when his-fstiqer
returned he smelled of alcohol. The Department investigated the father for inadequate soperthsi|
children. The investigator spoke with the boys and they both reported that their father took the
park and left them alone while he ran the track, and that the trees made it hard for them to see hin
The father admitted to runningaand the park and leaving the boys unattended. He also admit
leaving the older child on one occasion and going to a restaurant. He and his girlfriend 1
i nvestigator that the oldest chil dghadfaice®a
in the phone. The investigator discussed not leaving the boys unattended. The father and his
denied leaving them alone in an unsafe situation and the boys never said they were afraid of be
park. In December 201@)e investigation was unfounded. Services were offered; however, the
refused.

Child No. 55 DOB: 6/2017 DOD: 9/2017 Accident
Age at death: 3 months
Cause of death Suffocation
Reason for Review Youth in care
Action Taken: Investigatoryreview of records

Narrative:  Threemonthold youth in care found unresponsive on the couch aftehttig-bneyear
old relative foster father (maternal uncle) fell asleep on the couch with the baby. The foster father
the baby next to him on the couch, face up on top of a pillow. The foster father woke up during t
finding the baby face den and wedged between his leg and the pillow. The aunt and uncle rusl
baby to the hospital; the uncle driving while the aunt performed CPR in the back seat. The b
pronounced deceased at the hospital. The Department investigated the fostdofatbath by neglec
The investigation was unfounded following the autopsy finding of death to be consistent with ac
suffocation.
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Prior History : In November 2014, the mother first came to the attention of the Department wh
gave birth to her third child who tested positive for cocaine. The mother also tested positive for
and marijuana. The Department investigated the mother fotasidesmisuse. The mother admitted
using cocaine and marijuana during her pregnancy. She also reported that she had been in jail i
2014 on a probation violation. The mother was indicated for substance misuse. The investigatol
the cas for intact family services. At the end of January 2015, the children were no longer atteng
facility where they were receiving services and the mother had missed some home health visit
baby. The intact worker and supervisor presentedalee t o t he St ateds At
the mother tested positive for drugs and sh
a petition and the three children were taken into custody. The three children were oridgicaitivpith a
maternal great aunt. The oldest child (firearsold) was eventually placed with his father and his c
case closed in August 2015. The father of theyearold child became involved in the case. The age
provided transportation to \is, referrals for services and monthly bus passes for the parents. The
and the father had issues with stable housing, often staying with various friends and relatives. T
had a criminal background that included drug and assault congicti@tested positive for substance
times during this case. Neither parent engaged in services and both were inconsistent in visitir
parents had been arrested on probation violations during 2016 and spent time in jail. In Noveml
theSat ebs Attorney agreed to seek terminatio
missed visits and the decision was made to change visits to monthly. The father spent January
2017 in jail and after getting released he becargecagive with the relative foster parent (great aunt)
would then no longer allow him in her home. The mother had limited contact with the worker. |
2017, the mother reported that she was pregnant and was due in July 2017. In June 20171 tis
rights were terminated. That same month, the foster parent reported to the worker that the mg
given birth. The worker spoke with the hospital social worker who reporteddtiathe mother and th
baby tested positive for cocaine. The worgalled the hotline. The Department investigated the md
for substance misuse. The Department took protective custody of the newborn. The worker for {
children had located a relative, maternal uncle and his wife, as a placement. In July@@éiathtdr was
indicated for substance misuse. The infant was noted to be doing well in the foster home of the
uncle and getting regular medical care. In September 2017, the family arranged for siblings an
visits to take place together dwetparents could see all the children. The parents did attend somg
but had not yet engaged i n s emrQcioler2018 ahe gréahae
adopted the two children she had been fostering since 2015.

Child No. 56 DOB: 7/2017 DOD: 10/2017 Accident

Age at death: 3 months
Cause of death Asphyxia due to an unsafe sleeping environmensleeping with an adult

Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative : Threemonthold infant was found unresponsive by his tweateyearold father aftef

his twentyyearold mother laid him down in bed with his father. The father contacted 911 and the
was transported to the hospital where he was pronounced decEhsedepartment investigated t
mother and father for death by neglect. The mother told the investigator that as she left the h
woke the father up and put the infant in bed with him on his back. The father said he woke up at
and then puthe infant on his stomach. Both parents said due to his hernia he liked to be on his s
The infant was scheduled to have hernia surgery. The father checked on him a couple of time
infant was alright; the last time he checked he didseethim breathing. The investigator spoke with
family members in the home who said they had never seen the parents mistreat the infant. Th
determined the cause of death to be asphyxia duegteeping with an adult. The investigation aga
the parents was unfounded.
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Prior History : The mother and father of the infant resided in a home with paternal relatives, ing
the grandmother and her husband. In June 2017, approximatelnfourt hs bef or e t
enforcement coatted the hotline after responding to a call of a suicidal teenager. The police wer
to the home the mother and father of the infant were living in at the time, because a teen living in t
ran out of the home with a plan to jump off a brid@jee teen disclosed that her stepfather touche(
inappropriately while her mother was at work. The Department investigated the stepfather fo
molestation and substantial risk of sexual aksiskng of sex abuse victim by the stepfather todther
children in the home. The mother and father of the infant were listed asvaived subjects as the
resided in the home at the time of the investigation. Both law enforcement and the Department ¢
investigations. The police did not file atges against the stepfather and the investigation witl
Department was unfounded.

Child No. 57 DOB: 4/2003 DOD: 11/2017 Accidental
Age at death: 14 years
Cause of death Methadone intoxication
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative:  Fourteenyearold girl found unresponsive, face down on her bed by her foster fathe
foster father started CPR and called 911. She was transported to the hospital where she was p
dead. The foster father reported that he had heard the gimgraround the apartment at approximat
9: 30 pm. He then went to bed. He heard the
when it was never turned off, the foster father went into her bedroom to check on her and fg
unresponsig. An autopsy was completed and the cause of death was determined to be md
i ntoxication and the manner was accident al

Prior History : In August 2013, the deceased girl and her sibling, a bratheiis autistic, were removg
from their motherés care due to inadequate

unsupervised during the early morning hours and walked to a fast food restaurant by himself. D
investigation it was noted that this had occurred on five other occasions during the months of J
August 2013. The Department took protective custody of both children, and they were placed in
of a relative. Si nce ¢ omi heggirl ihadtnomerous elacdnentsa
placements ended in disruption due to her behavior. The teen was hospitalized for psychiatric ¢
in 2016, referred to a partial hospitalization program and later for thehagyctober 2016, the childrg
were returned to the care of their biological father in Oklahoma. In June 2017, the biologica
requested that his daughter be removed from his home and brought back to Illinois. She was m(
placed in a nomelaive, traditional foster home. In August 2017, the biological father stated that he
not continue to care for his son with autism, and in September 2017, the boy was moved back t
into a nonrelative, traditional placement. The children wegsiding in two different placements, H
|l iving on the same street at the time of tHh

Child No. 58 DOB: 5/2003 DOD: 11/2017 Accident

Age at death: 14 years
Cause of death Blunt force injuries to head and neck
ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records
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Narrative : Fourteeryearold boy was struck by a car and killed while he was walking home fr
friendds house. Tregardihghisdeatmaaed itwassepartedihatahe teem das s

at a friendés house. The teen was being bul
ten miles away in the dark, when he was struck by a vehicle and killed. The Depamtrestigated thq
frienddébs mother for death by neglect, Si nc:¢
The investigator met with the teends frien
killed for a slumberparty The i nvestigator spoke with th

at the house for the slumber party. They all reported that the foygeenld got into an argument wit
one of the other kids who was seventgearsold, but no one thouglit was a big deal. The fourtee
yearold stated he was going to the gas station that was a couple blocks away to get soda and ch
never returned. They then | earned he wasyedr]
old was oer at her house almost every day and stated that if she had known the teen was going
walk home she would not have let him. An autopsy was conducted and the cause of death was b
trauma to the head. In March 2018, the investigationunésunded.

Prior History: The deceasedos ol der brother had a
diagnosisTher e wer e two prior investigations re
were unfounded, but an intact family sees case was opened from June 2014 to May 2015. |
recommended theamily participate in family psychotherapy and that the family ensure that the
yearold brother received appropriate medical follow up for his behavioral issues and startes
psychiatrist. In April 2015, court ordered intact family services was closed. The family agreed to g
counseling for the brother after case closure and all other services were completed. In July 2
hotline received a call toreportthatth@ r e nt s & h d hedDeparament ifviestigatbdythe mot
for environmental neglect to her three children. The investigator observed the house and instr
mother to clean the home. The investigation was unfounded. In December 2016, |eene@ii)
contacted the hotline to report allegations of sexual abuse against the father. It was reported tha
yearold daughter had three girls spend the night and that the father laid down with the girls and a
to touch two of the girls inggopriately and was spooning with the other. The Department investi
the father for sexual molestation and substantial risk of sexual abesarding to the police, the gir
gave credible statements that the father attempted to touch them andithaeydbewas sexual in natur
The father was interviewed by the police and he denied this. There was no actual sexual con
police released the father and no charges were filed. It was noted that while the actions may h
inappropriate, ther was not abuse or neglect. The daughter stated that she felt safe at home a
never happened before and hasnodét happened s
In November 2017, the hotline was contacted by law enforcemespiaat a physical altercation betwe)
the father and deceased teen. It was reported that the father was drunk and harassing the teen.
pushed the teen and the teen then began to punch the father. The Department investigated the
motherfor substantial risk. The investigator spoke with the mother and the mother agreed to
investigator visit the home the following week and interview her son; however, the teen was killd
days prior to the scheduled visit. The investigation wafounded against the mother, for a lack
evidence that she was neglectful in this situation. The allegation against the father was indicate
him being intoxicated and repeatedly antagonizing the teen, eventually leading to a physical al
with police involvement. In January 2018, the investigation was closed.

Child No. 59 DOB: 11/2017 DOD: 1/2018 Accident

Age at death: 2 months
Cause of death Asphyxia due to overlay
Reason for Review Unfounded child protection investigation wittan y ear of c hii
Action Taken: Investigatory review of records
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Narrative : Thirty-threeyearold mother awoke in the morning to find her twmnthold infant face)
down, not breathing and cold. The mother contacted 911 and tried to perform CPR. The inf
transported to the hospital where the infant was pronounced dead.riéported that the mother had th
other children in the home ages twelve, ten and two. The Department investigated the mother

by neglect. The investigator implemented a safety plan for the other children and the investigat
with the nother, who stated that at around 2 a.m. she fed the infant and laid her on her back in

her, but when she woke up in the morning the infant had rolled over onto her stomach and thg
noticed she wasnot br e at lieipedigtician whihad justseen the infag
December and there were no concerns. The autopsy findings reported that the cause of death
co-sleeping on an adult bed. The investigation was unfounded against the mother for death by
The mother asked for grief counseling for herself and the children. The investigator referred the
for intact family services and the family agreed.

Prior History : In February 2010, the hotline received a call to report that the mother attemptdd
by holding a knife to her own throat and t

four-year and tweyearold children were present during the incident, but not harmed. It was f
reported that law enforcement is frequentlyt t the residence for domestic disturbances and th3
mother had been arrested for battery in the past. The Department investigated the msuibstdotial
risk of physical injury/environment injurious to health and welfare by neglect to herechil@he
investigation was unfounded after an appeal. The family was offered intact family services. The
received services for drug and alcohol treatment, mental health treatment, and showed progrd
parenting skills. The case was closetialy 2011 after services were successfully completed. In Oc
2016, the hotline received a call to report that the mother had brought heryevetd daughter to thg
doctor for a school physical. During the examination, the child complained of lsbidypain on he
lower right side and the doctor referred the child to have tests done at another hospital, but th
never took the child for tests. The Department investigated the mother for medical neglect
investigation was unfounded. March 2017, the hotline received a call from law enforcement to r
that the mother had been arrested for an unrelated traffic warrant and her children ages eleven
one were left home alone. The Department investigated the mother for in&dapetvision. The mothg
told the police her children were waiting for her. The police went to the apartment and found the
unsupervised. The mother reported that she left the children with the neighbor upstairs. Thgegle
old and nineyearold stated that when their mother left the home, she sent them to the neighbor
but shortly thereafter they went back downstairs to watch television and then the police showed
neighbor confirmed this. The mother reported the childrengobe en t hei r apart
apartment frequently. The investigator observed all three children to appear healthy with no signs
or neglect. The home was clean and utilities were on. In May 2017, the investigation was unfoun

Child No. 60 DOB: 7/2009 DOD: 1/2018 Accident

Age at death: 8 years
Cause of death Seizure due to remote hyposgchemic brain injury due to remote bedd
asphyxia
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative : Eight-yearold medically complex boy was found unresponsive in his bed by his m
The mot her 6s 94 andahmand hrer paramolr pedformed CPR on the child until para
arrived and transported him to the hospital where he was pronounced deceased. The child had a
several medical conditions, that included cerebral palsy and a global hygheenic brain injury tha
was caused from esleeping with his mother as a newborn. The child also hatlibegfor feedings an
was unable to care for himself. The Department investigated the mother for death by neglect. Th
stated that the childad been sick, having coughing spells prior to his death and that she had ta
child to the hospital several times in the last ten days due to his coughing spells. She further s
since the child was having the coughing spells, she placé\a pnder his head when she put him
bed. When she awoke she found the child lying on his side with his face half into his pillo
i nvestigator spoke to the childds physicianm
was unfoundd. The coroner did not find any evidence of abuse or neglect and none of the sibli
suspicious injuries. The child had reportedly been congested but per the autopsy, the primary
death was a seizure.

Prior History : The mother was investigad by the Department thirteen times from April 2009 until
death of her son in January 2018. Eleven investigations were unfounded (including the investig
death by neglect to her son in January 2018) and two investigations that were indluafadt ihdicated
report was from April 2009, in which the parents were indicated for inadequate supervisi
environmental neglect. The second indicated investigation was from July 2009, when the hotline
a call to report that the mother foumetr eleverday-old newborn (the deceased) face down
unresponsive in bed with her. The newborn was in full cardiac arrest and was transported to thd
via ambulance. The newborn had been unresponsive for approximately twenty minutes artcowayq
ventilator. There were no outward signs of abuse or trauma. It was also reported that when
responders arrived at the home it was filthy with cock roach infestation, fleas, and trash strewn
the apartment. The newborn sufferedlabgl hypoxicischemic brain injury and was diagnosed W
cerebral palsy and eventually had to havetabg placed for feedings. The mother and father \
indicated for head injuries by neglect and for environmental neglect. In August 2009, theviasy
referred for intact family services. The intact case was opened for one year. There were nine u
reports between 2010 and January 2017; they were unfounded for substantial risk, inadequ
environmental neglect, inadequate supervisiomedical neglect to the deceased. In January 20
family member called the hotline and the family was referred for child welfare services, but the
declined serviced. n May 2017, the hotline r eceiysamld soa
attended school with a dog bite to his face, having been bitten by a Pitbull. The investigator met
two healthy children at school, who appeared to be clean, appropriately dressed and did no
outward signs of abuse or neglect. Thetmher 6 s di sabl ed son appea
signs of abuse. The investigation against the mother for environmental neglect was unfounde
insufficient evidence to prove the f abmimgl y o 9

Child No. 61 DOB: 1/2018 DOD: 1/2018 Accident
Age at death: 13 days
Cause of death Asphyxia due to overlay

ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records
Narrative : Twenty-six-yearold mother found her thirteesiay-old infant unresponsive after rollin

on top of the infant during a nap. The infant was napping in adized bed with her mother and a o
yearold sibling. The shelter, where the mother ded four children resided, called 911. Emerge
medical services performed CPR and transported the infant to the hospital where she was pr
deceased. The room at the shelter had two bunk beds and@pagk An autopsy determined the cal
of death to be asphyxia/overlay. The mother was investigated and indicated for allegation of ¢
neglect and substantial risk of physical injury/environment injurious after the child prot
investigation revealed that the mother had been educatdteamportance of safe sleep and had |
provided a crib for the infant. Following the infant's death, an intact family services case was op§g
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Prior History: Four days before the infantédés deat h,
contacted the hotline. The worker reported that the mother has left her four children unsuper
several occasions, including when she comes down for meals without them. An investigation wa
for inadequate food and inadequate supervision. ndtber was indicated for inadequate supervisio
to her four children. The mother admitted to leaving the children unattended for short periods of ti
child protection investigator observed written documentation from the shelter that outlindid spges
and times the mother left her children unsupervised, signed by the mother. The allegations of in
food were unfounded. The mother denied that she was not feeding her children; the oldest child
to list foods that the mother fedéhin During the investigation, the child protection investigator discu
safe sleep with the mother and provided her with apgalay for the infant.

ChildNo.62 ~ DOB:1/2018 ~ DOD:2/2018 ___Accident
Age at death: 7 weeks
Cause of death Undetermined

Reason for Review Pending chil d protection investig
Action Taken: Investigatory review of records
Narrative : Sevenweekold infant was found unresponsive in bed with her twin brother and pal

The infant was rushed to the hospital where she was pronounced deceased. The Depa
investigating the death and the investigation is pending. The survivingahwimineyearold sibling
were taken into temporary custody of the Department. The petition noted that theveeked twins
had not yet been taken to the doctor, the parents ignored the advisement of the Department tq
sleep practices given juthree days before the death, the parents had allowed drug paraphernali
home and the mother had a history with Department.
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Prior History : The deceased infant has a twin brother and three older siblings (ages: nine, six a
years). In Oaber 2016, law enforcement contacted the hotline to report that the maternal un
gotten into a car accident with his sewsrarold niece, fouyear and tweyearold nephews and

neighbor child. The maternal uncle was arrested and charged with ar@aUfour counts of chil
endangerment. The Department investigated the uncle for substantial risk of harm. The parents
that the uncle moved in with them after losing his job. The parents reported that the uncle wat
children while they wre at work. Both parents reported that the uncle was not drinking when they
children in his care. The parents asked the uncle to leave the home and had not seen him since th
The investigator was never able to locate the uncle, Higated the uncle for substantial risk of harm
neglect based on the police report. Four months later, theyeighold told her teacher that her mater
uncle lived with them and he babysat her and her younger brothers until her mom comes honoekir
Theeightyearol d sai d that her wuncle gets drunk a

uncle and she took care of her brothers. The Department investigated the parents and uncle for 4
risk of harm by neglect and inadetgiaupervision. The uncle had moved back with the family

getting out of jail. The uncle reported that he drank a beer while watching the children on
investigator met with the parents who stated that they spoke with the uncle telling hioicheatadrink
while watching the children, and he agreed. The father reported they were going through a div
the eightyearold was most affected and was angry with her uncle. Before the investigation wag
the mother and eightearold movedout of the home. The father and the two boys moved out of stg
April 2017, the investigation against the parents and the uncle was indicated for substantial risk
by neglect and inadequate supervision. In October 2017, theyeigkd | d 0 Iser contaated the hotlin
to report that the eightearold had ongoing issues with a rash and hygiene. The Department inveg
the mother for environmental and medical neglect. The girl told the investigator that her moth
medication on her saseand they are healing. The mother reported that her daughter had showed
rash when she picked her up from a relativs
it could be an allergic reaction to bug bites among other thingsdddter gave her a prescription for
allergy medication and informed her to put calamine lotion on the rash. The investigator checked
around the home but had not found any; the rash was clearing up. In December 2017, the inve
was unfouded. In February 2018, it was reported that law enforcement went to the home of the
and her paramour | ooking for the paramour ds
their newborn t wi d{yearolddadghtérfhe polioefouhdahe Brathemhidingaupstd
in a closet and was in possession of heroin. The mother and paramour were upstairs in the samg
and the twins were on the bed. The police found needles on the dresser. The mother was arrs
traffic warrant. The Department investigated the parents for substantial risk of harm by negld
investigator met with the family and observed the seveakold twins sleeping in bassinets. The pard
stated that they were not aware that the brotherusiag and that he had been in rehab and thoug
was clean. The investigator completed a home safety checklist including discussing safe sleep
parents. He observed blankets in the bassinet and advised the parents to remove the blankdés/s
later the sevemveekold twin girl was found unresponsive and pronounced deceased. In March 20
parents were indicated for risk of harm for allowing the uncle with a history of drug use to be arg
children. The Department was granted temapy custody of the children and placed them with
paternal aunt and her husband who are committed to adopting the children.

Child No. 63 DOB: 12/2017 DOD: 3/2018 Accident

Age at death: 3 months
Cause of death Asphyxia due to csleeping
Reason for Review | nt act family case open at the ti
Action Taken: Investigatory review of records
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Narrative: Threemonthold infant was found unresponsive in bed with her twemigyearold mother,
twenty-six-yearold father, tweyearold and fouryearold siblings. The Department investigated

parents for death by neglect and substantial risk of harm ta¢h&blings. The Department took custg
of the siblings and placed them with a relative. The children had been with relatives in a volunt
after the deceased infant tested positive for drugs at birth. The parents both entered drug treaf
two weeks prior to the infantbés death the <c
parents tested positive for methamphetamines. The parents were indicated for death by ne
substantial risk of harm to the two siblings.

Prior History: In August 2016, the hotline received a call and it was reported that the parents tra
filthy with dirty dishes throughout the home, flies everywhere, food on the floor, including old dog
dirty carpeting with an odor; and that thegrats had a thregearold and an eighimonthold crawling
around the floor. The Department investigated the parents for environmental neglect. The child p
investigator observed the home to be cluttered and disheveled with moldy food on disbassarfiéag
and flies throughout the home and a dirty potty training chair. The mother told the investigator
home had been spotless when they left the house and that the clutter, mess and rotten items
been placed by the landlord. Thevéstigator took the mother to the trailer and she admitted the
were theirs. The investigation was indicated for environmental neglect. The parents moved intg
home with relatives. In February 2017, the hotline received a call that theearald had gotten out d
the home while the parents were asleep. The Department investigated the parents for in
supervision; however, the child was released back to the parents and no arrests were m
investigation was unfounded the same day teport was made and was expunged at the time
i nfantos deat h. I n December 2017, a hos p-one
yearold mother gave birth and that both mom and infant tested positive for methamphetamities
mother tested positive for marijuana as well. It was also reported that the mother tested pog
methamphetamine at a prenatal visit in August. The Department investigated the parents for sy
risk of harm and substance misuse. Thermiaread left the older children with the maternal grandmd
while the mother was giving birth. The parents agreed to intact family services and allowing the
to stay with the maternal grandmother while they received treatment. After disatwangihd hospita
the infant went to stay with the maternal grandmother and the mother went to stay with other r
She visited the children and the father went to jail after missing a court date while the mother was
The mother started sstance abuse treatment. The father received probation with treatment a cg
of probation. Both had been dropping clean and were living with relatives. After the intact cg
opened in late January, the investigation was indicated and closedardh RD18, the parents had be
consistently participating in drug treatment and had three clean random drops. The couple wal
with the paternal uncle who had enough bedrooms for the children. The worker completed a horj
checklist and notethe crib and bassinet for the toddler and infant. She reviewed safe sleep infor
with them. The day prior to the death of the infant, the mother called the worker stating that the fg
just been told to do a drop and tested positive. The mettié¢ she was sure it was a false positive
asked the worker to followip with retesting. The next day, after the worker learned of the death
infant the worker received a cal |l -testingpwas ngative.

Child No. 64 DOB: 7/2016 DOD: 3/2018 Accident
Age at death: 20 months
Cause of death Mechanical/traumatic asphyxiation wedged between crib and wall
Reason forReview Unf ounded child protecti on deathvest
Action Taken: Investigatory review of records
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Narrative: Twenty-monthold toddler was found by her heariilgpaired grandfather suspended fr
a crib railing by one leg, and wedged between her crib and a dresser. She was transported by &
to a | ocal hospital and t Hcal sonditibnomvene shedateadied. bW
reported that the grandfather fed the children and put them to bed; he left the room to do lau
returned approximately fifteen minutes later and observed the toddler and herofaitwold sibling still
adeep in their respective beds. The grandfather left the room again; returned fifteen minutes |
found the toddler unresponsive and hanging upside down outside of her crib with a blanket
around her neck. The toddler was wedged betweerathelded and the dresser. The grandfather rem
the toddler from the blanket and placed her on his bed; he performed CPR, paramedics ar
transported her to the hospital. The Department investigated the grandfather for death by ab
bruises, and welts; and inadequate supervision. An allegation of sexual penetration to the tod
added because upon initial exam it was believed that the child had genital tearing. Both grandpar
investigated for substantial risk of physical ifjur e nvi r on ment i njuriou
siblings. An autopsy performed determined the cause of death to be Wedging (traumatic/me
asphyxia). In July 2018, the investigation against the grandparents was unfounded. There was in
evidence to support the allegation for death by abuse; cuts, bruises and welts to the toddler; in
supervision to toddler by grandfather. The allegation for sexual penetration was unfounded, as
abuse kit was completed and there was no ecelef sexual assault and were no findings of sexual &
at the time of the autopsy being completed. The allegation for substantial risk of p
injury/ environment injurious by neglect to
was never any evidence that the siblings were placed at risk of harm.

Prior History : In 2016 the deceased and her siblings resided with the grandparents and the grar
subsequently became their legal guardians. In July 2017, the mother corttadtedihe to report tha
her oneyearold daughter broke her leg when she fell off a bed four days earlier, while in the card
grandfather. The Department investigated the grandfather for bone fractures by neglect and in
supervision. The mbte r reported that the childrenos
approximately four days prior to report being made. The child was taken to the hospital for the inj
no hotline call was made by hospital. The grandfather was changingiltherctthe bed and when th
grandfather reached for something behind him the child fell off the bed. The grandmother stated
child fell off the bed and was taken for medical treatment immediately after the incident oc
Grandmother worked argtandfather stayed home with the children. Grandfather had partial hearin
he reported relying on reading lips, vibrations and animal senses. The child was being seen by a
a regular basis; the child was treated by orthopedic doctor whayeelthat the incident was acciden
The investigation against the grandfather was unfounded.

Child No. 65 DOB: 3/2018 DOD: 4/2018 Accident
Age at death: 2 weeks
Cause of death Asphyxia due to celeeping with an adult
Reason for Review Open i ntact case at the time of t
Action Taken: Investigatory review of records
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Narrative: Two-weekold infant was found unresponsive by his mother around 6:30 a.m. The 1
called 911, paramedics arrived on the scene and transpbeddfant to the hospital where he W
pronounced deceased. When law enforcement arrived on the scene they observed a lot of alcg
home. The mother was taken into police custody after she blew a .14 on the breathalyzer. Th
reported thashe woke up around 2:00 a.m. fed the infant and went back to sleep. When she wo|
the morning the infant was dead. The mother stated that she slept on the couch with the infant. TH
admitted to drinking the night before; she was highly irtated and her story changed a few times du
police interviews. The mother had an open intact family services case and when asked why th
did not know she was pregnant, she stated the worker never asked so she never told her. The O
tookpr ot ecti ve custody of the infantds five ¢
reported that the infant slept on the couch with their mother. The children all reported that their u
grandfather were at the home with theither the night before the infant died. The coroner had rule
death asphyxiation due to adult-sleeping. The mother was arrested for reckless homicide,
investigation remained pending until the final autopsy. The mother was indicated for deatiday and
inadequate supervision due to her being highly intoxicated astbeping with her infant.
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Prior History : This family was involved in nine investigations with the Department from 2012 thi
2017; five investigations were indicated and rfovere unfoundedThere were three unfounds
investigations in 2012 for substantial risk, inadequate supervision, and{poisianis substances on t
mother and her paramour. They were all expungedMay 2014, the mother and her paramour W
investigded for inadequate supervision to hergdarold; the mother was investigated for environme
neglect to her siyear old and thregearold, after it was reported that the police were called becaud
six-yearold was left home alone for five houleh e home was Aunl i vabl e
dead mice on the floor, and roaches. The investigator found evidence that the mother had been &
to rid the home of mice and roaches and the investigation against the mother was unfoung
i nvestigation against the motherés paramol
paramour admitted that he was in charge of watching thgesisold and left the home. In Septeml
2015, the paramour was investigated and indicated &mfeiquate supervision to three of the child
ages three, one and four, after it was reported that while the mother was at work, the paramol
children alone for approximately forty minutes while he went to the store. He was arrested fq
endangerment. A safety plan was put in place. While this investigation was pending, in October
was reported that the paramour was drinking and passed out leaving thgetinald unsupervised. Th
threeyearold was found wandering the streetsdathe paramour was arrested again for ¢
endangerment. An intact family services case was opened for the family. The paramour did not p:
in services. The mother ensured that the paramour would not have unsupervised contact with thg
andthe case was closed in May 2016. In July 2016, the paramour was investigated and indig
inadequate supervision to the fexgarold and tweyearold, after it was reported that the paramour w
to the motherds house aildren ware beiag cgrednie byt theie maser
grandfather while the mother was at wor k.
take the children out for ice cream. The paramour dropped them off with a woman who did not k
chidrenamd t hen went to the motherd6s home with
found the paramour in the yard with the gun and arrested him. The children were returned to the
and the mother assured the investigator that she woulalloet contact between the paramour and
children. In January 2017, the mother and paramour were investigated and indicated for substs
of physical injury/environment injurious to health and welfare by neglect to all five children, after
reported that law enforcement was dispatched for a domestic involving the mother and paramou,
yearold stated that the paramour began yelling at the mother and hit her twelve times with a clos
the face, and shoved her against the Walé mother had bruising to the face, a laceration to the fore
and swelling and redness to the neck where she was choked. Whenytbertdd told the paramour t
stop the paramour shoved him. The family agreed to intact family services, whicipevaat the time
of the infantodés deat h. I n February 2017,
supervision to four of her children ages nine, six, two and four. The investigation was eventually ex
The intact family services casevker saw the family ten days before the infant was born. The works
not know that the mother was pregnant. The mother had completed all services, but the intact
still open at the time of the i nsénacest dhe insigat]
took protective custody of all the children in April 2018, after the death of the infant. The childre
placed with relatives and the case remains open.

Child No. 66 DOB: 2/2018 DOD: 4/2018 Accident

Age at death: 2 months
Cause of death Likely suffocation due to breathing obstruction from a blanket
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative : A two-month oldgirl was found unresponsive by her father. The father reported to polig
around 4:00pm, while home alone with his tmonthold and seventeemonthold children, the fathe
swaddled the twonontho | d and pl aced her on phuetr as ibdoet till
mouth. The father reported that the seventeenthold was sleeping in a toddler bed in the room an
laid down next to the twmonthold to take a nap. The father reported that he awoke around 11:00¢
saw the seventeanonthold sitting up in her toddler bed and found the 4wonthold unresponsive
Paramedics who were on the scene reported t
According to the autopsy report, the cause of death is likely sufbocdue to breathing obstruction frd
a blanket and esleeping in an adult bed is a contributing factbine Department was granted tempor
custody of the seventeenonth-old and the father was indicated for death by neglect and inade
supervisia.

PriorHistory: 1| n 2014, prior to the deceased <chil

organic fail ur e t-monthdidrchilg ®urihgdhe thiddgrotattion imeestigatson, §
mother violated the safety plan and thepBrement was granted temporary custody of tmec®th old.
The mother was indicated for nanganic failure to thrive. Four months later, the mother could ng
|l ocated by the Department. Mot her 6 s p aweare
terminated in 2016. Six months after parental rights were terminated, the mother gave birth to {
child. A month after the mother gave birth, the hotline was contacted alleging risk of harm to t
given that the mother was previously uaperative and parental rights had been terminated on a diff
child. The investigation was pending for six months and ultimately unfounded and closed bec:
mother could not be located. Nine months after the investigation was unfounded, thé reothonth
old child died.

Child No. 67 DOB: 4/2015 DOD: 4/2018 Accidental
Age at death: 2 % years
Cause of death Multiple blunt force injuries due to motor vehicle striking pedestrian
Reason for Review Unfounded child protection investigatiani t hi n a year of
Action Taken: Investigatory review of records

Narrative:  Two-anda-half-yearold toddler died as a result of head and chest trauma sustaine
being struck by a minivan while walking across an intersection higthwentythreeyearold maternal
aunt who was pregnant, and also struck by the van. The toddler was taken from the scene to thf
hospital by ambul ance and then flown by he
medical examinecontacted the hotline to report the death of the toddler. The driver of the van
light and there were concerns that the positioning of the sun was a factor. The aunt and the tod
walking against the light. The Department initiated an ingagon for death by neglect to the toddler
his aunt The investigation against the aunt was unfountad.police had deemed this incident accide,
and no charges were made. Furthermore, there was no evidence presented to show the aunt
way impaired, physically or mentally.
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Prior History : In May 2016, the mother was investigated for medical neglect to the deceased
after a hospital social worker contacted the hotline to report that the toddler was admitted to the
in April 2016, due to a grease burn on his face and scalp. Upon discharge the mother was inst
bring the toddler to the clinic for follow up. The hospital became concerned when the mother f
follow up in the burn clinic on multiple occasionfhiéfmother stated to the investigator that transportj
was an issue. The investigator observed the toddler and observed the mother using the prescril]
The mother was instructed by the investigator to bring her toddler to the emergency roortharmlito
clinic; the mother complied and the invest

maternal grandmother with whom his family lived, was investigated for inadequate supervisior
sixteenyearold daughter. A juvenile officezontacted the hotline to report that the sixtgearold girl
was arrested the night before for retail theft along with a teenaged friend. She was taken to th
Probation office after her guardian was not located. The investigator met witlatitengither and wa
informed that she did go and pick up her daughter at the juvenile detention center and brought H
The grandmother did have a curfew in place for her daughter. She denied that her daughter hag
of running away, but had bedanging out with a friend who was a chronic runaway and was told t
away from her. The investigator provided the grandmother with a list of community resources
included counseling services for the minor. In July 2017, the investigatiomfeamded with a referrg
for community based services.

Child No. 68 DOB: 4/2018 DOD: 5/2018 Accident
Age at death: 25 days
Cause of death Asphyxia due to overlaying and-steeping

Reason for Review Open i ntact family desathr vi ces at ti
Action Taken: Investigatory review of records
Narrative : Twenty-five-day-old infant found unresponsive after-skleeping on a couch. The twen

sevenyearold mother stated that she had finished nursing and burped the infant; she was sittin
couch in an upright position; and the infant was upright ifdfearm facing upward. The mother awo
twenty or twentyfive minutes later and the infant was blue. The mother started CPR and ran o
neighbor's house to get help. The neighbor continued CPR and 911 was called. Upon arrival to t
thelawef or cement officer observed the infantd
mouth. The mother explained that she was breastfeeding the infant and fell asleep. The mother
shirt up and the officer observed blood all over her beast area. The infant was transported|
ambulance to the hospital where he was pronounced deceased. The Department investigated {
for death by neglect. During the death inv

relaive under a safety plan; pending results of the autopsy. The autopsy performed found the
death to be attributed to asphyxia due to overlaying whileleeping on a couch. The investigat
against the mother was unfounded for death by neglect.
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Prior History : In March 2018, an intact family services case with court involvement was o
following a Department investigation in December 2017 that resulted in indicated findings of sub
risk of physical injury/environment injurious by neglect due to aierd of domestic violence betwe
the mother and her paramour. The child protection investigator filed a petition requesting court sug
because the mother initially refused intact services. The mother was cooperative with her serv
which included parenting, therapy/mental health for all family members and court cooperation. TH
case had only been open for two months pri
were two pending child protection investigationthattime of the infant's death. In April 2018, the hotl
was contacted with allegations of substantial risk of physical injury/environment injurious after
reported that the uncl e -ymaadedaughtet tiathe wasigoh @ 1t (
her heado in and the mother did nothing. T
mother ran into a store and her daughter who remained in the car, found mace in the car ang
herself in the face. Allegations of sthntial risk of physical injury/environment injurious and inadeq
supervision were taken for investigation. In June 2018, both investigations were unfoundg
i nvestigation involving the uncl e r efskeadntaaed
to bounce on the yoga ball in the hallway upstairs, close to the stairwell, she would likely fall af
her head. As for the other investigation, it was determined that the mother had discussed with th
not play with mace in #hpast and its use for safety reasons.

Child No. 69 DOB: 7/1999 DOD: 5/2018 Accident
Age at death: 18 years
Cause of death Drowning due to motor vehicle accident
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Eighteenyearold girl was in a car accident which resulted in her death. The teen
passenger in a vehicle that rolled over into water. Law enforcement was dispatched to a moto
accident and found a vehicle on its top partialilpmerged in a creek with two occupants that were
seat belted. The driver said the crash resulted from swerving to miss a deer. There was no su
drug or alcohol impairment as to the driver. The driver told the officer that the deceassudieil
cannabis and drug paraphernalia was found in the deceased's belongings. The Departmer
investigate the death.

Prior History : The mother of the deceased teen had an extensive history with the Departmen
back to 1998. None of her itfren are in her care. In a report dated September 1998, the moth
indicated for inadequate supervisiontohergearo | d (t he deceased t eei]
playing unsupervised in the street. The deceased teen had a twin brothely 2003, she and her tw
brother (four years of age) were taken into care for risk of harm due to repeated reports of ing
supervision. I n October 2005, t he mot her o6s
terminated. In Novembr 2005, t he mot h e ftwiosnonghs af agg) €ane into ¢a
t he mot her 0sto tipsachile wetealso tarmingtbdt The twins and the youngest sibling
adopted by the same family. In 2014, the twins both came back idacarThe deceas
came back into care through dependency. The teen receives services and is enrolled in col
deceased teen came into care as a minor in

death, she had a daaf independence in which she had satisfactory progress. She was complia
services and had regular contact with her caseworker. She was employed; was participatin
employee incentive program; and had recently bought a car. She had sibitsygndswas doing well i
her foster home.
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Child No. 70 DOB: 3/2018 DOD: 6/2018 Accident

Age at death: 2 %2 months
Cause of death Asphyxia due to prone sleeping on an adult bed
Reason for Review Unfounded child protection investigation withiyae ar of c¢chi | d
Action Taken: Investigatory review of records

Narrative:  Two-anda-half-month old found unresponsive on an adult bed in a motel room b
mother. The motheralled 911, administered CPR until the paramedics arrived, andrdmsported thg
infant to the hospital where she was pronounced deceased. The Department investigated the g
death by neglect and substantial risk of physical injury/environment injurious to health and we
neglect to the ongearold sibling. The parents both reported that they had been staying in the mot
the weekend. The mother gave the infant a bottle in the middle of the night and put her on the §
on her back with three pillows surrounding her. When the mother awoke imatimeng the infant wa
found on her stomach and unresponsive. The parents reported that-ylealerid sibling usually wokd
up before them and played in the motel room until they woke. Thgeareld sibling was placed wit
his grandfather under afety plan. The autopsy determined that the death was caused from po
asphyxia. The investigation was indicated for death by neglect to the deceased and substantial
onevyearold.
Prior History: The mot her had an extensive history
encounter with the Department as a parent was in July 2017, when the hotline was called to repo
mot her, her par amoyearoldavereresioh with timeonatereal ghamdmotineeand
home was infested with cockroaches, bed bugs, lice, and the grandmother was a hoarder. The D
investigated the mother for environmental neglect. The investigator met with the family and-yleaef
old wasobserved to be clean and well cared for. The grandmother stated that the mother, parai
baby moved in with her a few days ago and would stay until they could find their own place. The
brought a lot of things with her from storage and that why the house was cluttered. The baby did K
a clean playpen and was not likely in immediate danger. The investigator returned to the homé
later and the clutter had been reduced significantly. The investigation was unfoLimel@dramour wh
had a daughter from a previous relationship was involved with the Department as well. In Octob
there was an investigation for substantial risk to his daughter by her mother that was unfou
February 2017, the hotline was contacted to rejpatt there was a domestic violence incident betw
the mother and father that took place in front of their child. The father pushed the mother onto thd
child was laying on. The father was arrested and was no longer living in the home. Thedatinelicated
for substantial risk of physical injury/environment injurious to health and welfare by neglect to hig
monthold daughter.

Child No. 71 DOB: 12/2016 DOD: 6/2018 Accident

Age at death: 18 months
Cause of death Drowning
Reason foReview: Indicated child protection investigation and open intact family services
within a year of the childodés deat
Action Taken: Full investigation pending
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Narrative : Eighteenthmonthold toddler found by her twentyvo-yearold mother floating in thé
family swimming pool. A neighbor attempted CPR. When police arrived, they continued CPR u
paramedics arrived and transported the toddler to the hospital whevaspeonounced deceased. It v
reported that the mother put her children to bed the night before, which was the last time she
toddl er alive. The mother woke up the follg
and believed théoddler was still asleep. As everyone was up and starting their day, they notig
toddler was missing. The mother looked for her and found the toddler floating in the swimming pd
mot her pulled the toddl er usetoctall 9X. The goel wags approximat
14166 round and 46 deep. There was no fence
ground next to the pool. The Department investigated the mother for death by neglect and in
supervison to the toddler and substantial risk of physical injury/environment injurious by neglect
threeyearold sibling. The mother was indicated and the tiye&rold sibling came into care.

Prior History : In June 2015, it was reported to the hotlihat after the mother and her paramour
into an altercation, the mother became upset and left with hemtmdhold infant in a vehicle whilg
intoxicated. She was advised not to drive by law enforcement. The Department indicated the m
substatial risk of physical injury/environment injurious to health and welfare by neglect to her infa
July 2015, it was reported that the mother was staying in a residence that had methampheta
cannabis paraphernalia located in the home and tpsttve for methamphetamine and THC. T
mother admitted to using meth and reported her last use was the day before. The mother reg
ongoing treatment for substance abuse since the age of twelve. The Department took protectiv
of the threemonthold infant. A placement case was opened and the infant was placed in foster ca
mother was indicated for substantial risk of physical injury. In August 2016, the siximahold child
was returned to his mother and the case was closdeebhuary 2017, it was reported to the hotline
an altercation had occurred between the mother and her paramour. The mother reporte
enforcement that she wanted to file a domestic battery report against her paramour for a
altercation. 8e told law enforcement that she was holding her infant as her paramour was hitting
at one point he hit the child in the head; she said the child was not hurt. Her brother withessed the
The mother reported breaking up with her paramodrwaas moving out of the home. She wante
obtain an order of protection. There was a history of domestic violence between the mother and p
The Department investigated the motherdobstantial risk of physical injury /environment injurious
health and welfare by neglect; and investigated the paramour for substantial risk of (g
injury/environment injurious to health and welfaneidents of violence or intimidation. In March 201
an intact family services case was opened, so the moolét receive domestic violence education
supportive counsel i ng. -parbmourAvasrinditated®for Substantial sk
physical injury/environment injurious to health and wela@dents of violence or intimidation and t
mother was unfounded. The mother obtained an order of protection and charges againgatanen
were filed for domestic battery/bodily harm. In May 2017, the intact family case was closed. In F
2018, it was reported to the hotline that the rapttad been abusing alcohol and methamphetamines
supervising her twiyearold and oneyearold. The Department investigated the mother for substz
risk of physical injury/environment injurious by neglect to her children. The children were pldhe¢te
maternal grandmother. The mother admitted to the investigator to random meth use and said she
positive for a drug test if taken. The mother asked for help to get into treatment, so she could
children back after she completes apatient program. The investigator discussed intact family ser|
and the mother agreed to cooperate with services, counseling and drug testing. In the beginning
2018, the intact case worker spoke with the mother who was extremely agitatemicastieswante
services to be over. She also said that her and the kids were moving in with her mom and her mg
keep her off drugs. The mother agreed to a drop and it was negative. It was recommended th
closed if the motherwas refusingsere e s; had a c¢cl ean drug scree
home. The maternal grandmother had been the caregiver for the children on numerous occasior
demonstrated a willingness to keep the children safe. At the end of April 2018yékggation agains
the mother was indicated, after she admitted to ongoing substance abuse with meth.

95
CHILD DEATH REPORT



NATURAL

Child No. 72 ' DOB: 7/2015 DOD: 7/2017 Natural
Age at death: 23 months
Cause of death Malignant brain tumor
Reason for Review Unf ounded chil d protection inves
Action Taken: Investigatory review of records

Narrative: Twenty-threemonthold toddler taken to a local hospital in early June 2017 for vomi
weight loss, changes in behavior, and loss of motor skills. The toddler was diagnosed with a bra
and transferred to a childrends ho spainerd did ng
investigate the death.

Prior History: In September 2016, a shelter worker called the hotline when the tgigntgarold
mother accused the tweHriye-yearold father of punching and trying to choke her while she was ho
their then fourteermonthold baby. Police interviewed both parents, but no arrests were made. The
had obtained an order of protection, but the father had obtained one two days before she did. T
was taken for investigation of an allegation of sabgal risk of harm by the father to the children a
one and tweyearsold. The relatives with whom the family lived reported the parents often argued ve
but they had never witnessed any physical altercations. The parents had a prior histoifyeinshaie;
both had been investigated for inadequate supervision for which investigators found credible e
The mother was investigated for physical abuse of the older child; the disposition was undet
meaning there was not enough evidenasotdirm, but not enough to rule it out. During the lllinois ch
protection investigation, the parents separated. The investigation was unfounded.

Child No. 73 DOB: 4/2016 DOD: 7/2017 Natural
Age at death: 1 year
Cause of death Complications of Dandy Walker Syndrome
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative:  Oneyearold medically complex baby found unresponsive by her twentyyearold
mother. The baby was taken to the hospital and pronounced deceased. The child suffered from
Cerebral Palsy and Dandy Walker Syndrome, which is a rare condeaitamalformation. She require
tube feeding and had not been expected to live for more than a year. The coroner confirmed with
providers that the baby had lived longer than she was expected to and the death was natural. Th
didaskeleta survey of the child which was negat.|
childdéos illness, the coroner decided to no
neglect and the investigator referred the family for preatare intact services citing a history of domes
violence.
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Prior History : The mother of the deceased child has three older children. She did not hay
involvement with the Department, but the father did with his children by another womaar Arig to
the death, the father was the alleged perpetrator in multiple investigations involving the mother of
child of his. In April 2016, the f at bubstagdtial ris
of harm when police respdad to their home for a domestic disturbance and the father was arrests
ex-paramour reported that the father had been violent and that night attacked her and tried to str
while her children were asleep in the room. The children woke upgdthin fight, and the formq
paramour | eft the home with the oldest chil
investigation, the mother/g@xaramour ended the relationship with the father and he moved to a di
residence. The wrestigator referred the mother for community based domestic violence servig
November 2016, an anonymous reporter contacted the hotline to report that the motarteour had
allowed the father back into the home despite a history of domestiaséol€he mother denied that t
father had returned to the home and that they only communicate about their daughter. The neig
babysits for the mother reported that the father had not been around the home. The investigatid
the mother/exparamour was unfounded for substantial risk of physical harm by neglect and inad
supervision. In February 2017, an anonymous reporter contacted the hotline to report that the fa
once again around the mother and that he and another male leadigtmtta fight in the home with th
children present. The Department investigated the mother and father for substantial risk of harm b
and environmental neglect to the children. The mother stated that there had been no incidents o
in he home since April of 2016 when the father was arrested. She explained that she just began |
father over after the birth of their son. The father told the investigator that he lives with his gif
(mother of the deceased) and has only beenirey over to help with the children, and had not b
coming around until recentl y. He reported {
home. The investigator spoke with the maternal grandmother who confirmed that the fatlvethives
girlfriend who just gave birth to twins and he just recently started coming around after her daugh
birth to their son. She did not have any concerns about the parenting he and her daughter prov
investigation was unfounded. In M2@17, an anonymous reporter contacted the hotline to report th
father had beaten up a woman, his former paramour. The Department investigated the former |
and father for substantial risk of harm by neglect. The investigator spoke with tte\pbb reported tha
there were no reports called on the mother or father the night before. The mother reported that
the father is around a report is called into the Department; she believes it is his girlfriend (mothg
deceased) who gawérth to twins. The girlfriend was at her home the night before, creating a distur
outside while her children were in the car. The mother said her children were inside as it was
rai ny. The father r epor tredostan dig girlfiiend (therdother of iy
deceased) went to the house and she threw his clothes and his dog out of the car into the street
obscenities, but there was no physical altercation. The investigation was unfounded.

Child No. 74 DOB: 11/2009 DOD: 8/2017 Natural

Age at death: 7 years
Cause of death Aspiration pneumonia
ReasonforReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records
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Narrative: Sevenyearold medically complex girl found dead lying on the couch at her residencs
family member. The child was born at 31 weeks gestation; had feeding issues and difficulty
weight. After birth, she spent eight weeks in the neonatal unilahuary 2010, she was readmit
because she aspirated and stopped breathing for six minutes. The child had cerebral palsy; seizur|
respiratory issues; had a feeding tube; and weight loss possibly related to cerebral palsy. The
child lived with her mother and three siblings; and two of her siblings lived with her father. There
pending investigation at the time of her death. Allegations for death by neglect and substantig
physical injury/environment injurious by neglectier three siblings were added. An autopsy perfor,
attributed the death to acute aspiration pneumonia, which is commonly seen in patients with cereb
and this reflects the swallowing difficulties. There were no findings of abuse or neglettva@stigation
against the mother was unfounded.

Prior History : An intact family case was opened in July 2010 following an indicated report for m
neglect and inadequate food to the deceased child. In April 2013, the intact case was closedaeith

compl et ed. Bet ween the <close of the intac
i nvestigations. I n August 2017, three days
hotline with allegations of inadequate superisimd environmental neglect to the deceased. The rej
stated the child doesnét speak, is in a whe

bathing the child; the child smells and is left in her chair without her diaper beingegh The child ha
flea bites on her. The investigator went to the family home. She interviewed the mother and obsg
children. She observed the child, who has cerebral palsy and-igertmal, on the couch. The child w|
observed to be clean; waag a clean diaper. She had no odor. The mother stated she bathes tl
every other day. The worker observed the feeding tube and mother showed the worker the foog
must put through the chil dés f e ehidsangertegslara arr
and the mother advised that she allowed her mother and her mother's two dogs to stay in her hon
dogs brought fleas in the home. The mother did have sprays, powder and flea bombs that she wa
try to get rid of tle fleas. The home had some clutter but the overall condition of the home was ag
The investigator also spoke with multiple individuals during the investigation, none had any conce
how the mother cared for the child or any of her children. ifiiestigation against the mother W
unfounded.

Child No. 75 DOB: 7/2017 DOD: 8/2017 Natural
Age at death: 13 days
Cause of death Septic Shock from prematurity

Reason for Review Unf ounded chil d protecti on déathvest
Action Taken: Investigatory review of records
Narrative : Thitreenday ol d newborn born at 26 weeks

going into cardiac arrest. The Department received a call to the hotline regarding the death of the
stating that the death was due to the newborn being bemmapurely. The reporter further stated that th
were no outward signs of abuse, neglect or trauma. No autopsy was performed. The Departme
investigate the death.
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Prior History: In April 2017, the Department initiated contact with the fgmihen the director of th
daycare center reported that the thyear old brother to the deceased newborn had been involve
couple of incidents with the boy asking gir
behavior had beegetting worse; and he had gone into a playhouse with a little girl; the little gi
pulled her pants down and the boy was touching her private area. The Department initiated an inv4
of Substantial Risk of Sexual AbuSexualized behavior of young child. The investigator spoke wi
the director of the daycare and met with the mother, father and child. The child stated that he fe
his motherds home, including |iking his st
he stated only by an eiglgearold girl in a playhouse outside of school. He said no one else had td
him and if they did he would tell his parents and teachers. The mother took the child to the dod
stated that it was normal for two preschosler have exploratory behaviors. Both parents reported
they had not seen the reported behaviors at home. In June 2017, the investigation was unfoundg
investigator met with the child once again and he denied anyone hurting him and dgrsexiual abusd
The investigation has since been expunged.

Child No. 76 DOB: 8/2017 DOD: 8/2017 Natural
Age at death: 0
Cause of death Intrauterine Fetal Demise
Reason for Review Open pl acement case at time of <ch
Action Taken: Investigatory review of records

Narrative: A thirty-five-year old mother gave birth to twins at home. The mother called 911 s
hours after the birth; she stated that she had fallen asleep after giving birth and cutting the umbilid
The delay meant that the infant was not pronounced detil the following day though the autop
indicated the infant was a stillbirth. After the birth of the twins the mother was psychiatrically hosp
as she was actively psychotic. The mother has been diagnosed with paranoid schizophreniaaai
disorder and has been hospitalized multiple times. The Department took protective custody
surviving twin and placed the infant in foster care. The Department conducted a death investigs
mother was unfounded on the death allegationralitated for substantial risk of harm to the surviv
twin.

Prior History:  The mother first came to the attention of the Department in January 2010 when a
had concerns about t he mo tnordghold babyadshe Imbtheyhas bed
diagnosed with a serious mental illness, does not take her medications and often leaves the h
mother was indicated for substantial risk of harm by neglect. An intact case was opened from
2010 to May 2011. In January 20B2health care professional reported that the mother had been ob
punching her child in the stomach. The staff member also reported the mother had hallug
involving the child. The mother was indicated for substantial risk of harm by abuskeackild was
taken into protective custody. During the placement case, the mother engaged in mental health
including therapy and medication management. The child was returned home in June 2015. In
2015, a report came into the hotlihatthe mother was brought to the hospital for a psychiatric evaly
as the mother had been isolating herself, not taking her medications and not allowing family to
child. The child was taken into protective custody and placed with a relatieem®ther was indicate
for substantial risk of harm by neglect. The case was adjudicated in April 2016. In September 2]
goal was changed to substitute care pending termination of parental rights as the mother
participating in services. Indbruary 2018, the mother signed a specific consent allowing the rela
adopt the child. The surviving twin was placed in traditional foster care as the relative felt they cq
take in the baby without quitting their job. The mother gave biréntather child in August 2018. TH
newborn was taken into protective custody and placed in the same traditional foster home as the
twin.
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Child No. 77 DOB: 8/2017 DOD: 9/2017 Natural
Age at death: 7 weeks
Cause of death Complications oPneumonia Sepsis
Reason for Review Pendi ng chil d protection investig
Action Taken: Investigatory review of records

Narrative: Sevenweekold infant was taken to the hospital two days before his death. The infa
been struggling to breathe approximately twelve hours prior to the mother taking the infant to the
When the infant arrived at the hospital, he was alre@ptjcs Two days later he was pronounced deced
The autopsy determined the death was from natural causes, due to sepsis from pneumonia. Th
the infant came to the attention of the Department two months later, while an investigation from
2017 was pending. In December 2017, the child protection investigator investigating the hotlin
from August was informed by a sibling that the infant died in September. The autopsy stated tf}
died of natural causes, and itwas notcalled int he hotl ine. The i nves
records reviewed by a child abuse pediatrician who consults with the Department. The physicid
that the records noted the infant had not eaten or slept and there were reported isdués avithi

breathing for twelve hours prior to going to the hospital. Additionally, the infant was not taken
well-child visit that was scheduled a month before his death. The physician informed the investig
if the infant was brought ifor medical attention sooner, the outcome might have been different. A
protection investigation for death by negl
statements. In August 2018, the investigation was indicated for death bgtraeglimst the mother.

Prior History : Both parents had a history with the Department. The mother was a youth in caj
approximately 2002009 and the father was taken into care as an infant and adopted as a presch
addition to the decedent, the mother had three other childrersctvomiaged youth and a preschool
The father of the deceased infant and two s
with the Department as a parent occurred in November 2014 when the hotline received a call r
themoh er 6 s +tmbnehold dhild.uThe baby was admitted to the hospital two days earlier af
was seen by his pediatrician, due to conce

medically complex with a skin disorder and was to irecenedication for the next six months. At t
i nf an tmbregh cheokupy he weighed the same as he did at birth and the pediatrician had cq
regarding parent al compliance with the inf4g
weight normally. In midDecember 2014, the investigator opened an intact family case, and in ear
both parents were indicated for medical neglect, failure to thrive, and malnutrition. In August 20
intact case successfully closed. A yearrlaite July 2016, another investigation against the parent|
medical neglect to their then twe@arold son was unfounded. The following year, in August 2017
hotline received a call to report that the eldest sibling was taken to the emergenciteotsirzg struck
by a truck. The c¢child was riding a bike at

mother had given birth to a baby boy the day prior. The child sustained minor injuries to his ext
and had a concussion. Thedagtment investigated the mother for cuts, bruises, welts, abrasions a
injuries by neglect and inadequate supervision. The mother reported to the investigator that shg
into the house to show her grandmother the newborn, after tellingikth@atto ride his bike in the streq
In September 2017, the investigator and her supervisor determined that the investigation W
unfounded, but the investigator needed to complete a final safety assessment. After not being ablg
the famly for two months, she met with the eigfgarold at school who informed her that the newb
child died shortly after he was hit by the truck, and the father was killed in September. A new inves
was initiated due t oestigdtien intothé lika acdident was anfolmded.n d

Child No. 78 DOB: 8/2017 DOD: 10/2017 Natural

Child No. 79 DOB: 8/2017 DOD: 2/2018 Natural

Age at death: Twin one- 5 weeks
Age of death: Twin two - 6 months
Cause of death Cardiovascular failure due to bacterial sepsis; rautian failure
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

100
CHILD DEATH REPORT



Narrative : Twin boys born at 28 weeks gestation died from complications of prematurity. Wh
twenty-threeyearold mother gave birth to the twin boys, mother and babies tested positive for malf
The mother had received limited prenatal care during her pnegnThe mother presented to the hosj
one day prior to the birth and found out t R
an infection; however, the mother left the hospital against medical advice with oral antibiotig
following day, the mother went into labor at home, returned to the hospital, and underwent an en
cesarean section because of the infection. Five weeks after the birth of the twins, the first twineg
Department initiated an investigation foratle by neglect to the first twin and medical neglect to
surviving twin. During the investigation, the mother reported that she had left the hospital against
advice for approximately six hours to attend to matters at home, but returned tosfitalhshortly
thereafter. She reported it was a difficult pregnancy and the twins were born with multiple medica|
The mother shared that she was stressed, grieving for the first twin and dealing with the medical
the surviving twin, as dr work schedule did not allow her to go to the hospital every day. The hqg

social worker told the child protection i ny
a direct result of the motnedcl@&anpliaatand. Shordy afteist
death of the first t wi n, the surviving twi
the childrends hospital told the child pro
there was medical neglect to the surviving

stated that the surviving twin suffered fro
reported that the parents have begprapriate with visits and calls to the hospital. In December 201]
surviving twin was transferred from the <chi
that the surviving twinds ¢ ondtohdtwmdied. Bollowiag thg
death of the second twin, the child protection specialist referred the case to intact family servic
investigation was unfounded for death by neglect to the first twin and no death allegation was invq

in the de¢h of the second twin.
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Prior History: In November 2015, the mother came to the attention of the Department with the |
her oldest child. Followinghe birth, the mother displayed symptoms of mental illness, which sh
been diagnosed with previsly. The father expressed concern about the mother trying to take th
and hurt herself or hurt the baby. The parents eventually gave private guardianship of the child to
who were friends of the family. The investigation was indicated fostanbal risk of harm by negled
but later unfounded on appeal and has been expunged. In February 2017, a second investig
initiated against the parent for cuts, welts and bruises to their toddler. The person who had gua
reported that théoddler came home after visiting with his parents with a bruise to his groin and
area. The toddler was seen by his doctor the following day. The doctor did not note bruising an
bruising from blunt force from the day before would have hésible. The investigation was unfound
for cuts, bruises and welts, citing the report of the physician. The investigation has since been e
In April 2017, the parents went to court to end the private guardianship arrangeniNmtember 2017
it wasreported that the parents had a history of domestic violence, used synthetic marijuana and
their toddler wandered off for a few hours
shared that the mother had not been taking hehopgropic medication. An investigation was initiated
inadequate supervision by both parents to the toddler and substantial risk of harm by neglect to th
The parents denied the toddler getting out of the house and denied using synthetamadijt reporte
occasional use of marijuana. The mother reported that she had a history of mental health issues,
police said that they had never received a report of a child missing and did not have concerns
fami | y. T hmarytcaredpbybki@an liad nogandeindDecember 201 hefore the investigatio
closed, a call came into the hotline that the mother became aggressive toward the father while tk
was in the home. An investigation was initiated for substantiabfiserm by neglect to the toddler. T
police responded to the call finding the mother on a porch, acting erratically. When paramedics a
was recommended that the mother be taken to the hospital for evaluation, but the mother refug
The mlice told the child protection investigator that there was no report of domestic violence betw
parents. The father shared that he had beco
to come and get him and the toddler. The faskatied that the mother had been psychiatrically hospitd
at least eight times prior and does not take her psychotropic medications. She had also been usin
marijuana. The mother was psychiatrically hospitalized and the toddler went tarteeohthe paterng
grandfather. The father tested positive for synthetic marijuana, was referred for a substang
assessment and participated in treatment. The mother told the child protection investigator tha
the father were arguing and diedh hitting the father. The mother was having a hard time dealing wi
death of the first twin and the condition of the surviving twin. She had arranged to go for outpatien
health services and the child protection investigator corroboratedvithi the facility. In March 2019
both parents were indicated for substantial risk of harm by neglect as he had tested positive for s
while caring for the toddler alone. An intact family case was opened. The parents ended their relg
and the toddler remained |iving with the f3
toddler were supervised by the maternal grandfather. As of October 2018, the mother had partid
several twice weekly clean drops and had engagedbstance use treatment and psychiatric care
intact case remains open.

Child No. 80 DOB: 1/2016 DOD: 10/2017 Natural
Age at death: 1 ¥ years
Cause of death Undetermined
Reason for Review Unfounded child protection investigation wittn 'y ear of ¢ hi
Action Taken: Investigatory review of records

Narrative: Oneandahalf-yearol d medi cal ly compl ex boy fo
boyfriend. The mother called 911 while the boyfriend started CPR on the baby. Paramedics arn
the baby was pronounced deceased on the scene. The baby hafl & sigaint me di c al
Syndrome, very small thyroid gland and intestinal issues that required bowel surgery, all of whig
have contributed to his death. The Department did not investigate the death.
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Prior History : In February 2017, thegpernal steggrandmother called the hotline and reported tha
eighteenyearold mother was not giving her baby, who had several health issues, regular ne
treatments or doing his physical therapy exercises. The child protection investigatorevent h e
home where she lived with her parents and observed the baby in the care of his maternal grandf;
baby was clean, smiling and not wheezing or coughing. The mother reported to the investig
following day that the baby has-irome physical therapy weekly and has been making progress. SH
reported that she gives him breathing treatments at night before bed. The mother reported that
and she broke up and the father has told her that he did not want her new bayfyeheére near th
baby and that is why the father is upset. T
physician who reported that the baby was last seen for his twelaéh visit and that the baby w
prescribed breathing treatnsras needed. The doctor believed the baby to be developmentally o
and he had no concerns. The investigator interviewed the father who reported that he and the mg
love the baby and he had no concerns about her as a mother. The investigie@owith the physicd
therapist who reported that she did not ha
receives from his mother. The therapi sup. Thé
investigation agairighe mother was unfounded. In May 2017, the mother contacted the hotline tg
that the baby had been admitted to the hosp
over the weekend. The mother picked up the baby after the aleiemt called and told her that the ba
would not stop crying and he wasndédt eating
his forehead, circular marks on the babyéoés
The nother took the baby to the hospitalrays were negative, but he was admitted since he ha
urinated since the night before. The mother also reported domestic violence with the father b
aggressor. The Department investigated the father for loutises and welts and medical neglect.
hospital social worker reported that the baby had a bowel resection surgery. Hospital staff v
concerned about abuse. The mother reported that the baby had a section of his intestines removs
waswhy he was fussy and not eating or drinking over the weekend. The father admitted to the inv
that he did not give the baby his thyroid medication for two days because he did not realize it w
diaper bag. The physician did not have consavith the parents and stated that missing two days ¢
thyroid medication was not medical neglect. In June 2017, the investigation against the fat
unfounded.

Child No. 81 DOB: 10/2017 DOD: 10/2017 Natural
Age at death: 0
Cause of death Congenital Diaphragmatic Hernia

Reason for Review | ndi cated child protection invest
Action Taken: Investigatory review of records
Narrative : An infant born with Congenital Di apl

hospital where the newborn died later that day. Hospital physicians determined the death was fro
causes and no autopsy was performed. The Department did reiigatethe death.

Prior History : The mother and father had been investigated for allegations of environmental ne
their other children, a twgearold and sixmonthold. In May 2017, a relative contacted the hotline |
concern about the f ami |l y oérsventtotheihong, observed the résideal
both children, and interviewed the parents. The investigator observed black mold in the kitchen
on the kitchen floor. The investigator further observed a room cluttered with debris and trash. T
to the room had been removed from the hinges. While the investigator was there, the door that
placed in front of the doorway to prevent the children from going in fell, nearly landing on tyeawq
old. The mother and father agreed that theénaras unsafe for the children and agreed to leave the
immediately. The parents made arrangements to stay with a relative until the conditions in the hg
addressed. In July 2017, the parents were indicated for environmental neglect to tirein chile family
remained living with the relative who was reported to be a good support.
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Child No. 82 DOB: 5/2017 DOD: 11/2017 Natural
Age at death: 6 months
Cause of death Viral bronchitis

Reason forReview C| osed | nt act ; indicated child p
death
Action Taken: Investigatory review of records
Narrative : Six-monthold baby was found unresponsive by her mother. The hotline received

from law enforcement to report the death of the baby. It was reported that the mother was visiting
the day prior to the death of the baby and the mother did/amot to drive home, so the mother and
four children went to a friendbs home and s
p.m. and put the baby in a queen size bed with her three siblings; the bed had a sheet and a dta1
mother and friend slept together in a different room. The following morning around 8 a.m. the
checked on the children and found the baby unresponsive; she called 911. The Department in
the mother for death by neglect and substaritiklof physical injury/environment injurious by neglect
her three children. An autopsy determined the cause of death to be viral bronchitis and the m
death was natural. The investigator spoke to a prior investigator who told her that stedpieey mothe
withapackn-pl ay i n an investigati on f oyearatdwsibling in May
2017 when the deceased baby was only five days old. She further stated that she educated the
safe sleep. The mother adted that she continued to -steep with her infant after education W
provided. In February 2018, the mother was indicated for death by neglect.

PriorHistory: | n May 2017, an employee from a cris
two-yearold had two symmetrical bruises on each side of his bottom. The toddler was dropped g
the mother went into labor. The parents are required to complete a body chart when they come i
if the children had any marks or bruises and tlo¢her did not note any marks. The bruises on the
yearold were noticed when the reporter was changing his diaper. The mother was investigated
bruises and welts. The mother stated the n
observed the childds buttocks and there we
and had no furniture. The mother told the investigator that she and the children were sleeping on
The mother did not have a crib or bassioetfie newborn. In June 2017, a preventative service cas
opened during which time the investigator obtained beds for the children and mom; and a mattre
futon she had, so the family would have a sofa in the living room. The mother wags/als@ packn-

play for her newborn and was educated on safe dlegjily 2017, the investigation of the mother y
unfounded and the preventative service case was closed.

Child No. 83 DOB: 4/2006 DOD: 12/2017 Natural
Age at death: 11 years
Causeof death: Complications of Asthma
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Elevenyearold medically complex youth in care died in the hospital. Earlier that day
yout hés home health nurse brought her to a
youth to her home where they waited for the foster pargnitcc k up t he yout h.
the youth started to have trouble breathing, the nurse administered breathing treatments and c
The youth was pronounced dead shortly ther
asthma, and bowel disruptions requiring at@e for feedings. The youth had frequent hospital stay
health issues, including respiratory issues, infectious and gastric issues related to the removal of
The Department did not investigate thettlea
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Prior History : The youth was hospitalized for heatthe | at ed i ssues i n |
mot her did not visit or make herself avail
was called to report medical neglethe mother was indicated for medical neglect and an intact f4
services case was opened in April 2007. In 2008, there were three additional child protection inveq
for medical neglect, substantial risk and inadequate food and shelter againsthbe mobecembe
2008, the Department was granted temporary
remained in the care of their mother. The youth was placed in a specialized foster home due to he|
medical issues. After a fad placement, she returned to the hospital, where she stayed for over
until a new specialized foster home could be identified. She was admitted to the hospital again
due to an infection and remained there for over a year until anotheslsgggetioster home was identifie
In 2014, the foster parent requested to adopt the youth. Parental rights were terminated in early
the goal was changed to adoption. The Department received a hotline call in early 2017 that ano
in the foster home had a black eye and belt loop marks. The Department opened an investigatio
bruises welts and oral abrasions, which was ultimately unfounded against the foster mother. Aftg

safety plan, the Department determined it would be deme nt al t o t he youth
from the foster parentés home. The youth r4
death.

Child No. 84 DOB: 6/2014 DOD: 12/2017

Age at death: 3 years
Cause of death Complications of cerebral palsy
ReasonforReview | ndi cated child protection invest
Action Taken: Investigatory review of records

Narrative: Threeyearold medically complex girl who resided in a specialipediatric nursing hom
for children with disabilities was found by nursing home staff in her bed, not breathing and unresj
Staff called 911 and the toddler was transported via ambulance to the hospital where she was pr
deceased. An autopsietermined the cause of death to be complications of cerebral palsy. I
complications at birth, the child was born with a traumatic brain injury resulting in significant dela
infantile spasm. She used a CPAP machine to help her breathe atrmdghédha gube because d
difficulty swallowing food. The Department did not investigate the death.
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Prior History: The mot her and father were both invo
first involvement with the Department as a pareas\wn April 2015, when she was indicated for poi
noxious substances by neglect to herrtemthold daughter after she accidentally overdosed he
prescribed medications. An intact case was opened for neglect and was closed in June 2015
was completed. In October 2016, law enforcement contacted the hotline. It was reported that th
contacted the police due to an altercation involving her paramour with thejetavold daughter presen
The altercation started as a verbal argumedtemcalated with the paramour kicking a hole in the do
the room where the mother was with her toddler. The mother was indicated for sub
risk/environment injurious by neglect and the father was indicated for substantial risk/envirq
injurious by abuse. The mother refused intact services, did not get an order of protection, and
paramour left the home and was banned from coming back. In November 2016, the hotline was (
for the motheroés failurdl enopdo&gkekbpflppowat meé
unfounded as it was determined the mother only missed one appointment and took the toddl
appointment the following day. I n May 2017
reportthat the toddler who had developmental delays antuaeg was in the 0% for weight and had |
weight since her last visit with the doctor. The Department investigated the mother for failure tg
The toddler was hospitalized at the time the repas made and the mother was instructed to tak
toddler for weekly weight checks after discharge from the hospital. The mother stated that thg
throws up a lot and that is why she is not gaining weight. She denied neglecting her toddleasd
was referred for intact family services. The child protection investigator went to the home for a trar]
Vi sit and noticed food coming out of t he

breathing. The mother stated she lha@n like that since the day before and the investigator
paramedics who then transported her to the hospital. The toddler was diagnosed with aspira
pneumonia, and her weight was down significantly. The mother was in the process of gdittaddler
to a specialized nursing home due to her vast medical needs. A nurse contacted the Departmer]
that the mother had continued to miss appointments for weight checks, and had missed all app
since June 2017. Weight gain for toedler had been an issue since January 2017; however, the t
gained weight every time she was admitted to the hospital. The mother had not followed throu
ensuring the toddler was receiving sufficient nutrition to gain weight. The mothelad&lthe toddler i
the specialized nursing home for children with disabilities after she was told the toddler was goi
oxygen and gube dependent. In August 2017, the mother was indicated for failure to thrive.

Child No. 85 DOB: 1/2016 DOD :12/2017 Natural
Age at death: 23 months
Cause of death Sepsis due to Streptococcus Pyogenes

Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative : Twenty-sevenyearold mother and twentgightyearold father called 911 after noticir]

their twentythreemonth old toddler had become unresponsive. The toddler was transported by am
to the emergency room where he was pronounced dead. The tafiilsedn running a higlrade fevel
for approximately one week prior to his death. He was seen in the emergency room two days e{
was discharged with instructions that the parents push fluids and give him baby Motrin. A child pr
investigaton was opened against the parents for death by neglect. An autopsy showed that thd
threemonth old boy died of sepsis due to Streptococcus Pyogenes; the manner of death was rulg
The allegation of death by neglect against the parents viasnaed.

Prior History : In October 2017, the father was investigated for allegations of substantial risk of p
injury/environment injurious to health and welfaneidents of violence or intimidation to his syear
ol d son, t hehaltbeother.dakeekdld corhplaihed 6fpain in his leg after being whippg
his father. The father admitted to disciplining the child after he had to be restrained at school twi
investigator interviewed t he dehiedlthe boy wasabudect
marks or bruises were observed on the child by his father. The report was unfounded.
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Child No. 86 DOB: 8/2017 DOD: 1/2018
Age at death: 4 months
Cause of death Acute airway failure due to Pfeiffer Syndrome
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative: Fourmonthold youth in care died in the hospital in the neonatal intensive care unit
the baby had been placed shortly after bitth e baby és mot her had b¢
during her pregnancy at 30 weeks gestation for aggressive behaviors. Her toxicology results teste
for cocaine and marijuana. The babyds wasexpdsae
to drugs during the motherds pregnancy. Th
marijuana, cocaine and barbiturates. The baby started to experience seizures a few minutes 4
and after 30 minutes the baby was intubdafhe baby had respiratory failure, possible neonatal sei
and dysmorphic features, congenital choanal stenosis, craniosynostosis and peripheral pulmonar
The hotline was called and an investigation was opened for substance misuse bygaigisicthe mothe
and she was later indicated. The Department was granted temporary custody and consented fo
to be transferred to the neonat al intensiv
specialty doctors. Throughbthe hospital course, the baby had multiple surgeries and poor prog
Doctors reported that the baby had an extreme case of Pfeiffer Syndrome with midface hypopl
baby had no bone structure supporting his eyes or throat. The baby suffeneslefrere respiraton
di stress and was placed in a medically indu
was poor and he died in the hospital in Jan

Prior History : The mother was involved with the Department as a child. She had a long menta
history and substance abuse history. She has had multiple psychiatric hospitalizations and a dig
Bipolar Disorder. She admitted to using marijuana during alpregnancies and in the presence of
children. She gave birth to her first chilg
child. Her mother died in 2008, but she stayed in the home to help raise her siblings and her o
The mot herdés first contact with the Departm
contacted and it was reported that she pulled a knife on her sister. The investigation was unfol
this incident resulted in her daughter gettilgple d i n t he Depart ment 6s
the mother gave birth to three more children; all were removed from her care due to the moth
uncooperative and noncompliant with servicEse mother was admitted to the hospital in July72@hd
diagnosed with psychosis. At the time, she was 30 weeks pregnant. She tested positive for co
marijuana. An investigation was opened for substance misuse by neglect to the newborn, and t
custody was granted to the Department. Thehmovas discharged from the hospital with no forwarg
address; she was reported to be homeless. The mother continues to have an open placement (
other children removed from her care.

Child No. 87 DOB: 1/2017 DOD: 1/2018

Age atdeath: 11 months
Cause of death Myocarditis due to influenza and respiratory syncytial and virus adeng
rhinovirus
Reason for Review Pendi ng child protection investig
Action Taken: Investigatory review of records
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Narrative: In December 2017, an elevamonthold reportedly had a fever and later in the day was fq
unconscious and not breathing. The baby was transported to the hospital via ambulance where hg
until his death two weeks later. The baby Wwaimg treated for a viral illness. The Department receiv
call into the hotline by a relative during the hospitalization. The allegations for substantial risk of h
neglect were pending at the time of his death. The hospital social worker confivatéde baby wa
transported to the hospital after he stopped breathing; and that he had severe brain damage an
ventilator. She further shared that the parents had been appropriate and the hospital did not hav{
for abuse. The treatinghysician told the investigator that the child was suffering from four diffg
viruses which led to his collapse. They had found no indications of abuse or neglect and that the
medically quite ill. The investigation was unfounded. The Depantliel not investigate the death.
Prior History : In October 2017, the hotline received a call to report that the father had texted the
six days earlier instructing her to pick up the baby before he killed him. It was further reported th
were no other incidents of abuse or neglect, but the family was worried because the father seemd
an anger problem and that the father uses marijuana. The Department investigated the f
substantial risk of harm. The investigator spoke vhthrmother who stated that the night of the text
had gone out with her sister and was not home to breast feed the baby so he was irritable. Th
stated that despite the text she does not believe he would ever hurt the children. She deniezhaa
in their relationship. The mother further stated that she had just asked the father to move out 1
earlier and that he had not been spending the night. The investigator met with the father whq
admitted sending the aggressively worded te the mother but said he never meant it literally, he w
never hurt his child. The father stated he
relatives and that does not help. The father also stated that he was staying withamdthant. Thd
mother later added that her mother had told her that she would call DCFS on the mother if she dig
seeing the father. The mother took the baby to the doctor to be examined and the doctor noticed
and no concerns. The irstegation was indicated; the investigator provided a referral for parenting ¢
for the father and counseling for both parents.

Child No. 88 DOB: 3/2000 DOD: 1/2018 Natural
Age at death: 17 years
Cause of death Stomach rupture due to bowel obstruction due to cerebral palsy
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative : Seventeetyearold youth in care with a complex medical history died in the hospif]
January2018. The youth had been diagnosed with cerebral palsy, epilepsy, and intellectual di
Over the course of the vy o-orgamiéfailurétothrike mullipde timea &
had a Gtube placed to assist with feedings. Befbigedeath, the youth was sick with a fever, vomiti
had abdominal pai n; and the foster mother
youth was taken to the emergency room and o
tube was placed to drain the fluid accumul 4
providers were unable to revive him after 30 minutes of resuscitative efforts. The youth was pro
dead, due to stomach rupture, bowel obstructiod cerebral palsy. An autopsy performed found
manner of death to be natural. The Departm
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Prior History : At around one month of age, the youth suffered an AppareniThifeatening Even
describedrrmnsptaed NSNDS epi soded where he sto
of his mouth. He was hospitalized and put on life support. Later, the youth began missing develg
milestones in his early childhood and was diagnosed with cerelisgl gaizures, and developmen
delays among other medical complications. Following an unfounded investigation for medical ne
the youth, an intact family services case was opened from 2007 to 2012. In May 2008, a hotline
made by the hosjal reporting that the youth was diagnosed with-oaganic failure to thrive. Th
yout héds mother was indicated for medical ne
In November 2008, the youth was again hospitalized foranganic failure to thrive and a hotline ¢
was made. The mother was again indicated for failure to thrive and the Department was granted T
Custody. The youth returned to his mother g
October 2014, the youth was again reported to the Department hotline for weight loss of 11 pour
January 2014 to October 2014. The mother was indicated for failure to thrive. Temporary Cust
granted to the Department again and he was placecesidemtial nursing home facility. While living
the nursing home, the youthds mother visit|{
specialized foster home where he remained for the rest of his life. The mother ceased contacsui
in May 2015 and she was unable to be located. The goal was changed to adoption in May 2017.

Child No. 89 DOB: 8/2015 DOD: 1/2018
Age at death: 2 years
Cause of death Influenza A
Reason for Review Unfounded child protectonnvesti gati on within 4
Action Taken: Investigatory review of records

Narrative: Two-yearol d t oddl er found unresponsive in
called 911; paramedics arrived on the scene and attempted to resuscitate her, and transported
hospital where she was pronounced deceased. The Departmestigateel the mother for death

neglect. The mother told the investigator that the toddler had a fever and cough prior to her de
mother and her paramour were giving the toddler medicine to break her fever. The mother tho
had a common coldThe mother stated that she put the toddler to bed at around 8:30 p.m. At ard
p.m. the paramour gave the toddler some medicine since her head was hurting her, and she weg
bed. The paramour was later awoken by a loud noise and lookedigrourh e di dndét f
checked on the children and when he checked on the toddler she was unresponsive. The
determined that the toddler had tested positive for influenza. The rest of the family was tested for i
and two of the otbr children also tested positive. The investigation against the mother was unfg
The mother agreed to intact family services, so the family could receive counseling.

Prior History: | n October 2017, the hot !l i meportwhatshe mahg
told her friend that her paramour hits the iyearold and once held her head in the couch to stof
from crying. The reporter also noted a history of domestic violence. The Department investigd
mother forsubstantial rislof physical injury/environment injurious to health and welfare by neglect
four children. The investigator met with the eiglefarold at his school and he denied any abuse if
home. The investigator met with the family in their home and obdgrusitive interactions between t
mother, paramour and the children. The investigator spoke with thgdaeold child who remembere,
that the paramour did push the toddlero6s f 4
and her peamour and both confirmed the incident that occurred in another state approximately six
months ago. The paramour stated that he recalled from his childhood that when he cried, adults
a pillow to cry into. He stated he put the cushiohtbe t odd!l er 6s f ace but
only for a few seconds. The mother yelled at him and he knew it was wrong. He stated he Ig
children. The investigation against the mother was unfounded, due to insufficient evidence. Th
admitted it happened, but denied that the toddler could not breathe. The incident happened m(
and there have been no additional incidents.
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Child No. 90 DOB: 2/2018 DOD: 3/2018 Natural
Age at death: 6 days old
Cause of death Extreme prematurity
Reason for Review Open pl acement case at time of <ch
Action Taken: Investigatory review of records

Narrative: Six-day-old newborn was born prematurely at 25 weeks gestation and died in the NIC
mothertestep osi ti ve for amphetamines at the infa
medical conditions and hospital medical staff were unable to determine if the newborn was expsg
withdrawals, due to his premature status and medical condifibe investigator went to the hospital g
observed the newborn in the incubator and noticed his facial features were not fully develop
investigator met with the hospital social worker, who stated that that they were unsure if the bab
survive. The mother had not received any prenatal care. The investigator was notified by the h
few days later that the newborn had died. The treating physician stated that the cause of death
extreme prematurity, boould havé eohtributeld ¢ thm earlyhdelivedysy
prematurity of the infant. In April 2018, the investigation against the mother for death by neglg
indicated.
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Prior History : The mother had a long history with the Department, including prior hiagoaychild. Shq
was in foster care for most of her childho
parent was in 2003, when she had two unfounded reports against her. In 2004, the mother was
for inadequate supervision to hewf-yearold child. In 2006, the mother was unfounded for substa|
risk after the mother gave birth, and it was reported that she was not visiting and was drinking da
mother had no other child protection investigations until 2012, when anigat@st was opened again
the mother for environmental neglect and substantial risk after a hotline call reported that the moj
bi-polar and norcompliant with medication, lived in deplorable conditions and did not clean up afte
dog. This inestigation was unfounded on appeal. In March 2014, the mother was investigated f
bruises, welts, abrasions and oral injuries to her sggarold child, who was nowerbal and Autistid
with developmental delays. The investigation against the matheeunfounded. In April 2015, the mott
was investigated for substantial risk of physical injury/environment injurious to health and welfarg
five children; and for cuts, bruises, welts, abrasions and oral injuries to her-fiiaeold child, when it
was reported that the fiftegrearold went to school and disclosed that she had an altercation wi
mother several days ago and she was physically assaulted. The teen reports that her mother is al
and often drunk and when she caet glcohol, she gets violent. The mother had three children that
not enrolled in school and one minor requiring a therapeutic school setting. There was evidence t
that the mother posed a risk to the welfare of three of her children byviog hiaem enrolled in schog
The mother was indicated for substantial risk, but unfounded for cuts welts bruises because the
evidence of cuts bruises or welts when the investigator observeth lamuary 2016, the mother w
investigated for dostantial risk of physical injury/environment injurious to health and welfare to he
children; and for cuts, bruises, welts, abrasions and oral injuries to her-fitaenld daughter, when
was reported that the fiftegrearold did not feel safén her home. She stated that the mother i
alcoholic who drinks every day and is physically abusive towards her and her siblings. The inves
was unfounded and eventually expunged. In October 2016, the mother was again investig
substarital risk of physical injury/environment injurious to health and welfare by neglect to her
children for similar allegations. After a formal investigation, the investigation was unfounde
eventually expunged. In November 2016, the mother was igaést for substantial risk of physic
injury/environment injurious to health and welfare by neglect to three of her children and cuts,
welts, abrasions and oral injuries by neglect to her gigato | d s o n. The mo
investigage d f or cut s, bruises, wel ts, aleaeoll chddnand|
tying/ close conf i ne nyearold child) wherhitewasmeportbdetlratise pardm
punched the eightearold in the face causing a bruise the upper right cheek and the paramour lod
the eleveryearold child out on the balcony. The paramour was arrested and pled guilty tg
endangerment and confirmed the incident. The investigation against the mother was unfounde
investgation against the paramour was indicated. In January 2017, the mother and paramd
investigated for substantial risk of physical injury/environment injurious to health and welfare by
to her seven children, when it was reported that thereawtBsmestic violence call and the mother
stabbed her paramour. This incident occurred in the presence of all the children. The paran
transported to the hospital for treatment. The mother was in jail at the police station. The mother
todrinking alcohol earlier in the day. The mother stabbed her paramour seven times. The Departn
protective custody of all the children. Three of the children were placed with their father. The Dep
was granted temporary custody of the other fthildren. Two children were placed with a matef
uncle. The paramouroés two children were pl
was indicated for substantial risk. The placement case for the four children remains open.

Child No. 91 DOB: 4/2007 DOD: 3/2018

Age at death: 10 years old
Cause of death Lung Disease/Persistent Asthma
Reason for Review Pendi ng child protection investig
Action Taken: Investigatory review of records
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Narrative : Tenyearold boy with a history of medical problems including Asthma atdo@ic
ObstructivePulmonaryDisease (COPDglied from chronic lung disease/persistent Asthma. Five
prior to this chil dbs de atold ardad difficlty breathing, t d
emergency room. He was released home the same day with instructions to continue monit
condition, no medications were prescribed.

breathirg to be exacerbated. He was transported by ambulance to the hospital where he was pr
dead. The hospital did not contact the Depas
Prior History : This family first came to the attention of the @etment in early February 2018, wh
the hotline received a call from a teacher where the deceased child attended school. The repo
that the child often missed school; had hygienic issues and chronic health problems. The De
initiated an investigation for environmental neglect to the child by the mother and father. This invest
was pending at the ti me coldprotedicninebstl dgat dea
not seen the child or <cont act ehddptothcionipvastigator heg
made numerous good faith attempts in February and March to contact the family in person, by p
through corrgpondence. In March 2018, she attempted to see the child at school; however, thq
informed the investigator that the child had died earlier in the monthcHilteprotectioninvestigaton
interviewed both parent s sodeathtBoth packrtsydengeth that theg
was ever dirty or neglected in any way. They further reported that the child was born prematurely
weighed one pound; and had multiple surgeries and always had issues with his lung developmet
diagnosed with COPD, Asthma and was fed througktbg. Both parents admitted that the child mis
several days of school because they would not send him if he had any congestion. The inV
contacted the chil dés phymdems ohabusevdr weglatteandi centirn
that he had seen the child prior to his death. In April 2018, the investigation was unfounded agal
parents. Thehild protectioninvestigator referred the family for grief counseling.

Child No. 92 DOB: 7/2017 DOD: 3/2018 Natural
Age at death: 8 months
Cause of death Pulmonary hypertension due to atrioventricular canal defect due to
bronchopulmonary dysplasia
Reason for Review Youth in care
Action Taken: Investigatory review of records

Narrative : Eightmonthold medically complex baby died in the hospital. The baby, 8b2® weeks
gestatiorwith significant congenital heart defects, was admitted to the hospital a month before he
and underwent open heart surgery to repdiole in her heart. Following the surgery, the baby wa
critical condition and never l eft the hosgp
hypertension, underdeveloped lungs, poor heart function and vascular complications. The Degialr
not investigate the death.
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Prior History : In July 2015, a hospital social worker contacted the hotline to report that thefdhirty
yearold mother, who had been diagnoseith schizoaffective disorder, refused to undergo a cesd
section toprevent a multitude of possible birth defects or permanent disabilities. Following the \
birth, the baby had no movement and was unresponsive for the first seven minutes of life;

representing seizure activity. The baby was intubated andventéator in the neonatal intensive c4
unit. The mother and baby tested positive for cocaine and marijuana. The mother had an olde
home. The Department investigated the mother for risk of harm by abuse and neglect, substan
by neglectand environmental neglect. The investigator met with the doctor who stated that the bab
be in the hospital for three to four weeks and they will be observing to determine his level of dig
The doctor also stated that the mother had beeratwve. The investigator met with the mother §
asked about her decision not to have a cesarean section to prevent any birth defects; and the mot
that she can do what she wants with her body and she did not want them to cut her stomg
investigator explained to the mother that hopefully the baby will be able to come home but they n
visit the home to make sure it was okay and an intact case can be opened for substance use se
mother refused to discuss her mental ilin&sg investigator met with the maternal grandmother whag
thetwoyearol d si bl ing in her <care. The gr andmg
handle a new baby especially with disabilities and feels the mother would become overwhghged
care for a baby with special needs. At the time of discharge, the investigator worked out a sal
between the mother and maternal grandmother and referred the case for intact family services;
the mother continued to be combative amgtooperative. The investigator and supervisor madg
decision to take protective custody of the children. Theyearold was placed with the matern
grandmother and the infant was placed in a traditional foster home, as the relatives did rey temllth
handle the infantbés speci al needs. The mot
substance misuse by neglect and environmental neglect. During the placement case, the m
referred for drug treatment, random urine dropdjvidual therapy and parenting classes. She tdg
positive for cocaine. She was arrested and spent time in jail. After leaving jail she spent time in
rejecting housing assistance. In October 2016, the infant was placed with the maternal gire@ma&inog
she had obtained her foster care license. In January 2017, the mother told the worker she was
The grandparents committed to keeping the children, but stated they wanted guardianship. In Ju
the mother was in a treatment prograrjail. In July 2017, the hospital social worker contacted the hg
to report that the mother went to the hospital from jail to give birth to her third baby. The moth
refusing to talk to hospital staff, was not giving any information and hadamed the baby. Th
Department investigated the mother for substantial risk of harm to her newborn. The investigator
the mother who reported that she was living in transitional housing as a condition of her probati
was on house arrest, hatkctronic monitoring and could only leave the facility to go to the doct
court. In September 2017, the mother returned to jail after violating the terms of her probat
September 2017, when the baby was ready for discharge, protective cwsi®dgken. During th
placement case, the infant was placed in a residential medical care facility. In October 2017, the
grandmother began visiting the infant with his siblings. In January 2018, the baby was plac
specialized fosterhome.@8h mat er nal grandparents had deci
is pending.

Child No. 93 DOB: 10/2017 DOD: 3/2018 Natural

Age at death: 5 months
Cause of death Cardiopulmonary arrest due to pulmonary hypertension due to ventricular
defect and premature birth
Reason for Review Unf ounded <c¢child protection invest
Action Taken: Investigatory review of records
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Narrative: Five-monthold baby died in the hospital where he had been hospitalized since birth: ]
four-yearold mother gave birth to her son prematurely at twaitg weeks gestation. The baby was b
with multiple health complications that inded: Down Syndrome, ventricular septal defect, pulmo
hypertension and chronic lung disease. The cause of death was due to medical complications as
his premature birth. The Department did not investigate the death.

Prior History : In January2017, the hotline was contacted by a counselor who was seeing two of th
siblings of the deceased baby. It was reported that during a counseling sessioryéaeai child
reported that his ningearold brother asked him to suck his privatetieTDepartment investigatg
allegations of sexual penetration, inadequate supervision, substantial risk of sexusildmgsef sex
abuse victim. The child protection investigator contacted the reporter who stated that as far as
it happened amtime; there is no indication that the children are acting out sexually; and she did n
any other concerns other than the one incident. The father stated thatyersikl told both he and th
mother that the ningearold shoved his head dowm ihis privates, but nothing of a sexual nat
happened. The father further stated that once he learned of this incident, he addressed the issu
children and put them into counseling. The father said that the boys are kept separated, areds
doors remain open, and the boys do not bathe together. A forensic interview took place argetre
old child denied anyone touched him inappropriately or asked him to touch their private par
disclosures of sexual abuse were made at tleméar interview. All evidence suggested that the pat
took immediate action when they became aware of the incident and got the children into counsg
March 2017, the investigation was unfounded, since all persons in the household deniechthat|
incident took place. A week later, a teacher contacted the hotline to report concerns thatyteer ikt
sibling of the other two children who is developmentally delayed was still wearinggmuind comes t
school in dirty puHups. The repodr also stated that the child told her when the weather is nice 3
mi sses school , he plays outside al/l day an
Department investigated the mother and father for inadequate supervision andreerted neglect. Thj
mother denied that she intentionally sends theye@-old to school with a dirty pull up. She report
that some days he will refuse to have it changed before he gets on the bus. The investigator g
with the fiveyearold child and he stated that mom or dad goes outside with him and watches hi
that mom and dad change his pull up and that he does not want to be changed before he goes|
The investigation was unfounded.

Child No. 94 DOB: 12/2017 DOD: 3/2018

Age at death: 3 months
Cause of death Pulmonary hypoplasia due to multiple gemital anomalies
Reason for Review Youth in Care
Action Taken: Investigatory review of records
Narrative : Threemonthold infant died in March 2018 at thkospital where she had be
hospitalized since birth. Thirfpur-yearold mother gave birth to her daughter prematurely at thirgy
weeks gestation, drug exposed. In addition, the infant was born with several congenital anom
related to theubstance exposure. The medical examiner determined the cause of death to be py
hypoplasia due to multiple congenital anomalies, no autopsy was performed. The Departmen
investigate the death.
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Prior History : In May 2017, law enforcement cacted the hotline after the mother was investig
and indicated for risk of harm and inadequate supervision to heydasold and sevetyearold nephews
after taking them to a bar and driving with them while intoxicated. In October 2017, it wate defbait
the mother grabbed her sixteg@arold daughter by her hair and hit her several times during an argy
The mother was investigated for substantial risk of physical injury/environment injurious hea
welfareincident of violence or intimiation to her daughter. During the investigation, the daughter d
that her mother hit her or pulled her hair and the report was unfounded. In January 2018, after gi\
to the deceased the hospital contacted the hotline to report that mom tesstied for Clonazepam, thg
she was not prescribed. Reporter further stated that mom had a history of drug use, and had |
prenatal care. An investigation was opened for substance misuse by neglect to the infant by mo
mother did notooperate with the investigation and the Department was granted temporary custod
infant and her ningearold sibling and a placement case was opened. The mother was indicd
substance misuse by neglect. The case was closed upon the ddeghinddrit and her ningearold

siblingdbs case closed in May 2018 after her

Child No. 95 DOB: 4/2018 DOD: 4/2018 Natural
Age at death: 6 days
Cause of death Dandy Walker Syndrome
Reason for Review Pendi ng chil d protection investig
Action Taken: Investigatory review of records

Narrative: Six-day-old newborn died in the hospital after being born at 25 weeks gestation. S
di agnosed with severe Dandy Wal ker Syndr ome
developed. During the pregnancy, the mother tested posditiveotaine, and the umbilical cord resu
from the newborn were positive for cocaine,
death was attributed to Dandy Walker Syndrome, which is not correlated to drug use. The Dey
investigatedand indicated the mother feubstance misuse and death by neglect, given that the ne
tested positive for substances and the mot
unfounded for substantial risk of harm to her older childreneisféther had full custody of the childrg
and only allowed the mother to see them while supervised.
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Prior History : In December 2015, the hotline received a call to report that the-timetyearold mother
gave birth to a newborn who tested positive dpiates. The Department investigated the mothe
substance misuse by neglect. The mother admitted to the investigator that she used drugs not

to her; she tested positive for opiates and cocaine during her pregnancy. The mother a&sbusipg|
heroin. The investigation against the mother was indicated. The case was referred for intad
services. Both parents participated in services. In April 2016, four months into the intact case thg
received a call to report that thether had been brought to the hospital after overdosing on heroin
mat er nal grandmot herds house, while the ¢

substantial risk of harm. The father and paternal grandmother took the children hoageesatithat th
mother would not be with the children unsupervised; however, the mother had reached the point
unsupervised after participating in treat me
and then went out and useataine and oxycodone. The mother admitted to using heroin and oxyc
As part of the open intact case the mother was participating in intensive outpatient services with
drug screens. The investigation against the mother was indicated. Thdosaseotit in January 201
the mother had successfully completed intensive outpatient treatment and aftercare. In Septem
the hotline received a call to report that the mother and maternal aunt overdosed on heroin \
mo t h e r-yearoldesm evas present in the home. Upon the arrival of EMS, the mother red
medicine to revive her. The mother and aunt declined services and did not go to the hospital. Th
reported the child was visiting whesthemwthdr eimne
pale and blood started coming from her nose. An aunt called 911 and started CPR. She then

father to come and pielp the oneyearold. The mother said that day was the first time she had
since March. The father obited an order of protection against the mother and filed to get full custg
the boys. The intact case was opened from October 2017 through April 2018; the mother
methadone treatment. The children remained with the father. The worker notédetliather hag
completed parenting classes. In October 2017, the mother agreed to the father having residentiz
and she would have supervised visits; The mother visited on occasion, visiting less after Janua
The case was closed at the-signth mark as the children and father were doing well. In April 2018
hotline received a call to report that the tygarold was outside the house alone and unattended wi
any adult supervision. Th grandmother and neighbors around the homefstdtgder was with the chil
outside. The investigation for inadequate supervision against the father was unfounded.

Child No. 96 DOB: 5/2018 DOD: 5/2018 Natural

Age at death: 1 day
Cause of death Tension pneumothorax due to extreme prematurity
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative: Thirty-six-yearold mother gave birth to twins, a boy and a girl, at 24 weeks gestatior
twins were immediately transferred to a ch
complications from prematurity. The Department did not investigiatel¢ath.
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Prior History : The mother had three prior unfounded child protection investigations; two of

(December 2013 and March 2014) have been expunged. In October 2017, it was reported to tf
t hat t he myearblesonddd sthiodl downselor that his mother would not allow him intg
home and he had to sleep outside. He and his mother had been arguing and she told him to |
teen left for a couple of days and stayed with his aunt, who was reported to be suppbeilepartmen
investigated the mother for inadequate supervision. The investigator spoke with the teen who st
he had been staying at his auntds house, b
but his mother did not answesg he spent the night outside. He had a key and could have gonsg
house or he could have stayed at his aunt 65
that the teen had left home and went to stay with his aunt when she tried$e idigcipline. She furthg
stated that she never told her teen son to leave and she did not hear her son knock on the dod
came back home, since the air conditioner was running in her room in the back of the hoi
investigator did observe aimdow air conditioner. The mother stated that the teen had some beh
issues and the investigator confirmed that the police had been invidvea Minor Requiring
Authoritative Intervention call. The investigator spoke with the aunt who confirmed that the tee
been at her home and said that the mother

investigation was unfounded at the initial stage. There has been no further involweitenhe
Department.

Child No. 97 DOB: 10/2003 DOD: 6/2018 Natural

Age at death: 14 years
Cause of death Chronic respiratory failure due to sepsis due to Seckel syndrome
Reason for Review Indicated child protection investigation withinayeacofii | d s de
Action Taken: Investigatory review of records

Narrative: Fourteeryearold medically complex girl was hospitalized for approximately five mo
leading up to her death. The teen was diagnosed with seizures antndes of age; shiead multiple
chronic diseases and deformities, including, dwarfism and-dtengding Seckel syndrome wi
quadriplegia and artificial nutrition via tube feedings. She had microcephaly and Psycho syndron
growth of bones). The teen was meerbal andunable to care for herself. The cause of death
determined to be respiratory failure due to sepsis, due to Seckel syndrome. The Departmen
investigate the death.

Prior History : The family has an extensive history with the Department. Téigtifine the family camg
to the attention of the Department was in 2004, after Norman Funds were requested through a chil
specialist referralln August 2011, the hotline received a call to report that the family was livi
deplorable conditionsvith a severely disabled eighéarold child (the deceased). The Departm
investigated the mother, father and grandmother for environmental neglect, which was indicated
substantial risk of physical injury/environment injurious to health anfiaveeby neglect, which wa
unfounded and eventually expunged. In January 2015, the hotline received a call to report
mot her 6s par amo u-montedidebabp i@ the fack. &herparamiouy admitted that hg
Apopd t he b awhegnsherspits do ehe wonld $tdp. The investigation for substantial

physical injury/environment injurious to health and welfare to the baby was indicated and the inved
for inadequate supervision was unfounded. The family was referredtéat family services. In Ma
2015, the mother, her paramour and their baby moved out of state; and the disabled child was

care of her mat er nal grandmot her , the gran
daughter was assesssafe in the care of her father and grandmother. The intact case was close
the intact case closed there were six unfounded investigations from May 2015 through March

inadequate supervision, environmental neglect, medical neglect, sudistask of physical
injury/environment injurious to health and welfare by neglect. These investigations were ulti
expunged. The girl continued to live with her father and grandmother until she was admitted to the
in early 2018 for failing balth. She remained in the hospital until her death. The grandmother, with
she lived, was indicated for environmental neglect in early 2018.
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Child No. 98 DOB: 4/2018 DOD: 6/2018
Age at death: 2 ¥2 months
Cause of death Sudden infant deattyndrome (SIDS)
Reason for Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Two-anda-half-monthold found in her bassinet unresponsive by her fathercdteacted
911, and the baby was transported to the hospital where she was pronounced deceased. The [
investigated the mother and father for death by neglect. The father stated that he fed the baby an
in the bassinet, with two blanketsie under the baby and one that covered her. The father went tg
on the baby twenty minutes later and noticed she had vomit around her mouth. He contacted 911
the vomit out of her mouth and started CPR. Paramedics arrived on the scermmspoited the bab
via ambulance to the hospital where she was pronounced deceased. The autopsy attributed tH
sudden infant death syndrome (SIDS). The investigation remains unfounded pending approval.
Prior History : The father had a long h@sty with the Department as a child and an adult. The fathe

hisexwi f e had five unfounded investigations
contact with the Department was in August 2014, when she was investigated for substaritiahg:
deceasedbs sibling, which was unf o u-witeenwtre gomg

through a divorce, and the-aife was indicated for substantial risk to her children after showing

the police station stating someone tbek child out of state. She was acting erratically and the polic|
not know if the mother was on drugs or had mental health issues. The Department was granted {
custody of the children, and the one child she had with the father was returreetbHima with the fathe
in August 2017. I n October 2017 ,-wifetb epoi that thei
threeyearold daughter was being physically abused by her father and there was domestic violen
home between thfather and his wife. She also reported that they had gotten into an argument

father punched her in the facEhe investigator spoke withthe-exi f e 6 s ¢ a s e w@corcerng
about the child in the f ateiwdedidsottelldher abouhdidcident
until she missed a visit and was complaining. She stated that-thiéedxad told her that she would rath
the child come back into the care of the Department than stay with her father. The father

investigator that he had recently obtained an order of protection againstwife eand the judge hal
advised that one more visit between hisngfe and the child could occur before the no contact order,
ex-wife had brought her paramour with herko¢ v i si t . When the fath
well, the adults went outside. The father reported that higitextold her paramour to hit her and th
say the father was the one who hit her. The police were called and the father was atre$tdder state
some of his neighbors saw the incident and could vouch for him. He denied that he ever hitifés
The father stated that hisexi f e t ol d her caseworker that {
trouble and get the child reawed from his care; whichtheexi f e 6s casewor ker
(mot her of the deceased child) confirmed tHh
in the home between her and the father. The investigator noted that the wifgegaant and due

April 2018. The investigator observed the children, who appeared healthy and safe. The inv{
returned to speak with the children and both children reported feeling safe in their home and dg
maltreatment. The investigatalso discussed safe sleeping practices with the parents for when tf
baby arrives in April 2018. The exife could not be located during this investigation to be intervie
In November 2017, the investigation was unfounded.
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NINETEEN -YEAR DEATH RETROSPE CTIVE

F\'(?ECAQL 200012 2013 2014 2015 2016 2017 2018 TOTAL AVERAGES
s(T:AA%s s w e w |# w |# w |# w |# w |# % 4 % |oo1s %
Youth in Carell 335  24.1%1 15 16.1% | 19 19.2% | 24 25.0% | 17 | 17.0%| 20  18.5%| 16 16.3% | 446  23% | 24 @ 23%
Unfounded I 576 19906l 10 20.4% | 28 28.3% | 30 31.3% | 23 23.0%| 33 30.6%|37 37.8% | 446 23% | 23  22%

DCP
Pending DCP || 159 11.5%f12 12.9% |16 16.2% |14 14.6% | 26 26.0%| 22 20.4%|12 122% | 261 13% 14 13%

Indicated DCH| 100  7.2%[§10 108% | 6 6.1% | 5  5.2% 80% | 8  74% |15 153% | 152 8% 8 8%
Child of 1
Youth in Care

Open Intact 214 154%fQ 7  75% |10 10.1% | 3 3.1%
ClosedIntact J| 54 @ 39% [ 8 86% [ 2 20% |9 9.4%
Open
Placement/ 78 56% |10 108% (13 13.1% | 6  6.3% 3  3.0% | 2 1.9% | 3 3.1% 115 6% 6 6%
Split Custody

Closed
Placement/ 20  1.4%( 4 43% | O 0.0% | O 0.0% 1 1.0% | O 0.0% | O 0.0% 25 1% 1 1%

Return Home
Others 99 7.1% || 8 86% | 5 51% | 4 4.2% 4 4.0% 1 0.9% | 3 3.1% 124 6% 7 6%

LEORPA\NN 1388 100% (93 100% |99 100% |96 100% [ 100 100% [ 108 100% [ 98| 100% | 1,982 100%| 105 & 100%

53 38% 0 00% | 0 0.0% 1.0% 200 | 1 09% (1 1.0% 58 3% 3 3%

9.0% [ 15 13.9%| 8 8.2% | 266 13% 14 13%
70% | 6 56% |3 3.1% 89 4% 5 4%




FISCAL YEAR 00-12 13 14 15 16 17 18 Totals
Total Deaths 1388 93 99 96 100 108 98 1982
Youth in Care 335 15 19 24 17 20 16 446
Natural 186 6 8 10 5 6 5 226
Accident 48 2 4 3 2 3 4 66
Homicide 69 3 4 9 7 6 4 102
Suicide | 16 | 1 1 1 2 3 0 24
Undetermined 16 3 2 1 1 2 3 28
Unfounded Investigation | 276 ‘ 19 28 30 23 33 37 446
Natural 98 3 5 5 8 8 12 139
Accident I 92 | 7 9 12 8 13 | 11 | 152
Homicide 47 3 6 4 4 6 4 74
Suicide I 10 | 0 1 2 2 1 0 16
Undetermined 29 6 7 7 1 5 10 65
Pending Investigation | 159 ‘ 12 | 16 | 14 | 26 | 22 | 12 | 261
Natural 52 2 5 3 8 7 2 79
Accident | 45 | 3 2 4 3 8 4 69
Homicide 33 3 1 3 3 1 4 48
Suicide | 3 | o 0 0 2 0 0 5
Undetermined 26 4 8 4 10 6 2 60
Indicated Investigation 100 10 6 5 8 8 15 152
Natural 39 1 0 1 3 3 4 51
Accident 34 6 1 1 3 3 2 50
Homicide 13 1 1 1 1 1 4 22
Suicide 1 1 0 0 1 0 0 3
Undetermined 13 1 4 2 0 1 5 26
Child of a Youth in Care 53 0 0 1 2 1 1 58
Natural 23 0 0 0 0 1 0 24
Accident 12 0 0 0 0 0 0 12
Homicide 8 0 0 0 0 0 0 8
Suicide 0 0 0 0 0 0 0 0
Undetermined 10 0 0 1 2 0 1 14
Open Intact 214 7 10 3 9 15 8 266
Natural 103 1 4 0 2 5 0 115
Accident 52 4 3 1 2 4 5 71
Homicide 28 0 2 1 1 2 1 35
Suicide 2 0 0 1 0 0 0 3
Undetermined 29 2 1 0 4 4 2 42
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 FISCAL YEAR

Closed Intact o4 8 2 9 7 6 3 89
Natural 19 1 1 3 1 2 1 28
Accident I 19 | 3 0 1 2 1 1 27
Homicide 10 2 1 2 1 2 0 18
Suicide 0 0 0 0 0 0 0 0
Undetermined 6 2 0 3 3 1 1 16
85;2 g;acement/s'o"t 78 | 10 | 13| & | 3 2 3 | 115
Natural 47 5 10 4 1 2 2 71
Accident I 12 | 3 1 1 0 0 0 17
Homicide 8 1 2 0 0 0 1 12
Suicide 0 0 0 0 0 0 0 0
Undetermined 11 1 0 1 2 0 0 15
Closed Placement 12 0 0 0 0 0 0 12
Natural 8 0 0 0 0 0 0 8
Accident I 1 I 0 0 0 0 0 0 1
Homicide | 3 | 0 0 0 0 0 0 3
Suicide 0 0 0 0 0 0 0 0
Undetermined 0 0 0 0 0 0 0 0
Adopted 6 0 0 0 0 0 0 6
Former Youth in Care 14 2 4 2 1 0 0 23
Return Home 18 4 0 0 1 0 0 23
Interstate compact 3 0 0 0 0 0 0 3
Preventive services 34 1 0 0 0 1 1 37
Subsidized Guardianship 1 0 0 0 0 0 0 1
gglrlg of former Youth in 4 0 0 0 0 0 0 4
Extended family support 11 0 0 2 1 0 0 14
Child Welfare Referral 17 5 1 0 2 0 2 27
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PART Ill: GENERAL INVESTIGATIONS

GENERAL INVESTIGATION 1

ISSUE In the wake of the death of a tidrwhose family had been the subject of 11 chilstgetion
investigations in the twgears prior to her deatla news agencyreported that so

Department employees disclosedttithild protection supervisoia the Field Office offered an incentiv
program that encouraged investigators to close cases earlywkolbog t he toddl er &

publisheda2p age report about the De p aBubsaguentlydceomnission

externalentitywas asked to review the Departmentos ar
the Depart ment éternalRrme tpio tregodt sdentifietl the closing incentive issue or o
ﬂanizational problems that may have contributed to the errors made by the field.

DISCUSSION The Field Office isvithin the DCFS NortherRegion Fully staffed, thé-ield Office
had five child protection teams with 27 child protection investigators and
supervisor per team. At the time that the tod
Regian of DCFS, including the Field Office, was understaffed (at times as low as 66% understaffed), 1
in excessive investigative caseloads. Office caseloads were particularly high in the second half of cale
2016. Regional administrators weretiong upper levé DCFS management weekly of the ongoing staf
crisis.

In DecembeR016, the Area Administrator of thEield Cffice offered a ongime award of a $100 gift card
whichever investigator could close the most cases in January 2017.

There wergin fact,various types of incentive programs for early closure of cases throughout the Stat
time. One county had instituted the Blue Star Program, which tracked and congratulated investig
closures. In 2016the Central Region lallenged investigators to close 12 investigations per month.
investigators who completed 12 investigations were incentivized with food parties or public acknowle
One team supervisor rewarded investigators for closing cases by temporariyngethem from assignme
rotation (penalizing those who did not close enough cases with even higher caseloadShuthdreRegion
three different supervisors provided gift cards for closure.

Caseload Requirements

In 1991, the Department entered into a federal consent decree, known asGoadtinDecree. The purpod
of the BH Consent Decree was fAto assure that0
including the need tshaéhsbrefreat fiom fodr ese

implement these standards, the Consent Decree provides that investigators should not receive mor
investigations per year (just under an average of 13 cases pel.month

Child Protection investigations vary widely in the amount of work needed, but all investigations includd
retrieval, record reviews, scene investigation, multiple interviews, documentation, notification of fi
scheduling, travel, meeting with the Asgtant Staté& Attorney, when necessary, to screen a case into ¢
seek a protective order attending coifimecessary, and providing testimony. A ftithe investigator with a
investigative caseload of 12 would have roughly 9 hours to complessledl on a given investigation.

Management of caseloads required watching for population shifts, vacancies and increases in accep
reports for investigations in each area of the State, as well as planning for expected attrition and bu
hiring delays.
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By the beginning of July 2016, the Department had over 1000 investigations in excess of the number {
be assigned at a ratio of 1:10.

Other Management Initiatives

Regionally, some areas were worse than others. In FebruarytB@ldgal Field Office had 3 vacancies a
Northern Region, as a whole, had 9 vacancies. By August 20d%;ield Officehad 11 vacancies and t
Northen Region had 29. By April 201&he number of vacancies in the Northern Region had jumped to

The OIG investigation disclosed that a large contributing factor to the caseload problem was fivadr
Director had several management initiatives that seemed to take priority over caseload distribution wi

The OIG investigation identified the follomg management initiatives under the prior Director that
competing with caseload management work:

1 The Child Welfare Summit A multiple day program intended to bring together Department
private agency staff, attornegad judges to discuss current problems in child welfare. Notably,
of the topics included the growing investigative caseload problem or the difficulties in hiring
investigators in certain regions.

1 Predictive Analytic§ The Department was puwisig the use of data analytics in providing child wel
services to families. The initiative providedveeal million dollars to an owutf-state forprofit data]
analytics firm that used a proprietary algorithm to identify cases most likely to resei#itmar seriou
injury. The result was that the entity notified casanagers in 250% of cases analyzed that there
over a 90% probability of death or serious injury in the next 2 years. In addition to the contracts
new department staff weeelded to assist with the data analytic process.

The contract has been discontinued. The contractor never shared with the Department what t
had discloseth terms of systemic or organizational issues.

1 Immersion Site$ Four areas in the stateere identified for providing more intensive services an
pilot practice improvement. This initiative is still in force.

T Success AcadeniyThe prior Director, in conjunction witthe External Entitydeveloped leadershi
training program that was based on business models piloted -pyofidr businesses. The Acade
challenged future leaders to examine problems in the field. The ideal of providing incentives for
investigation was offered during Acadgrmaining. TheAdministrator who had provided the clos
incentives was engaged in Success Academy. There is no indication that anyone in
management or training applied critical thinking to assess the potential for harm of such a prd
theatmosphere of unmanageable caseloads.

The OIG investigation found thatior management did not assess the true cost of high investigative caf
to our families. High caseloads result in high staff turnover and can force investigators to take &4
shortcuts.

The OIG investigation also found that the monthly report that the Department was using to analyze
did not provide a realistic picture of the problem because it included investigators who were on
otherwise unavailable t@ke cases. In addition, new staff would not be considered until a running
caseload for the last year showed continuing need. This prevented DCFS management from reactin
in new reports until several months after the problem arose.

124
GENERAL INVESTIGATIONS



with high caseloads developed an informal system in which they would call around the cia¢e foeas a
request staff beletailed to their officeOne manager estimated that 80% of her time was spent ma
caseloads.

In addition, the Department did not have a centralized system for addressing caseload problems, sc;rl

It is predictable that when a large structural problem goes unaddressed, efforts to tackle the symptom
closed timely) will not help and frequently, will harm. That isatvhappened when management encour
incentives for closure rather than addressing the caseload problem.

Soon afterthe newDirector began, shanplementeda new program, Deferred Action Investigators, wi
permits the Department to hire investigators in anticipation of vacancies and the caseload numbers
come down.

OIG RECOMMENDATIONS / 1. Work with local community collegesto develop curriculum
DEPARTMENT RESPONSES for a Certification Program that incorporates Core Training to
create a pipeline of new hires in areas that have trouble hiring
sufficient staff.

Working with schools of social work and recruiting out of these schools. 2) Establishing a pipeline of n
and using interns who become certified. 3) Negotiating with the union on several options in hot spot a
as RockfordWaukegan and Freeport. 4.) Expanding the degree requirements to include special educ

The Department does not agree. The Department is already addressing this issug thedollowing: 1)I

2. A new column should be added to the Caseload antacancy Report to identify a 3month running
average, in addition to the 12 month running average of Intake, sdat the Department can be mord
responsive to trending increases.

Operations convenes a monthly call with OES, Budget and Legal and each regionftdl geiderstanding o
what is happening on the ground level. The divisions now track workers in training, on vacation and o
leave on a weekly basis to understand the real operating needs of the region.

The Department is already using a new report from Budget to more accurately reflect current c]

3. Management should develop a temporary worldrce (75day contractors) in major urban areas to
address predictable seasonal shifts in intake.

The Department actively attempts to fill-day appointment positions but has found that there is very
interest in direct service work in areas wheeehave a need. We will continue to hire where we have interd
viable candidates.

4. The Department should explore an agreement with erican Federation of State, County and
Municipal Employees (AFSCME)to commit new hires to stay in the Office they wes hired into for a
minimum of 2 years, absent exigent circumstances.

The Department is currently in negotiations with the union on various proposals which cannot be d§
until and unless agreements are reached.

5. Management must have a database thamakes it easy to track office caseloads in reime, to permit
a more efficient system of moving/detailing staff between offices for emergencies.

The report which Budget and Finarissueanonitors caseloads in real time.
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GENERAL INVESTIGATION 2

ALLEGATION The Office of I nspector Gener al reJ
Chief Information Officer was unqualified for the job and had falsified credenti

INVESTIGATION The Departmentdés Chief Information
Departmentds data and i nformation

required for the position, a Project Management Professional (PMP) Certification is Is veisigected
credential for higHevel management careers. The certification requires extensive and verified mana
experience as part of the application process and a passing grade on a four hour test. The CIO had
Certification on his coveletter, resume and his posted Management Biography and he had claimed
PMP Certification during his job interview. The OIG learned from the Project Management Institute (P}
the CIO had never been certified.

The CIl 0O6s r e s uCarificaelinsEgecutivie Managendent from a particular University. Whe
University was contactedniversity officialsstated that they did not offer such a certificate and did not
any record of the CIO attending their institution. When the Okadathe CIO for a copy of the Certificate
stated that he had placed itastorageunit and his belongings had been sold for failure to pay storage fg

Much of the job experience claimed in his State Job Application concerned work he allegiximexbfor af
company that he owned, and could not be verified. The CIO failed to disclose that he worked for ano
agency from which he was discharged during his probationary period for poor work performance, falg
of departmentiocuments ad discourteousehavior.

The interview process for the $115,000/year position was conducted by the prior Director of the De!
and two contractors, whose contract the CIO would be overseeing. A Department Manager revi
application and checkiereferencesbut the Managerfailed to note obvious discrepancies in the subm
materials and failed to verify the information that was submitted.

The OIG noted that in a submission to the federal court concerning compliance with the BH Consen
the Department had represented that a new CIO had been hired, who was certified by PMI.

OIG RECOMMENDATIONS /
DEPARTMENT RESPONSES 1. The Chief Information Officer should be discharged with &
fiDo Not Rehireo notation in

The ClOwas discharged from the Depaent.

2. The Department should ensure that contractors are not directly involved in the hiring process {¢
anyone who may be providing contract oversight in the future.

The Department agree3he Director and hesenior staff shall ensure this will be monitored and not reod

3. The Department Managershould review this report and be counseled concerning her failure
critically review the application materials and verify the information provided. The Manager should
also be counseled on creating a conflict of interest by involving consultants in the hiring of the mana
who would be monitoring their contract.
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The Department agreed.he report was shared withe Department Managand sle received a counsed
session.

4. For high level management hires, the Department must verify prior employment and critic
credentials, even if not required by the job description, to ensure that trustworthy individuals are hire

The Department agrees with tliecommendation and routinely verifies employment history and cred
for all employees, especially when such credentials are requested for certain poditithis.case, the CI
falsified information on his application, so the Department was untblegerify his previous Stal
employment.Since this case, the Office of Employee Services has put in place a system that will flag

who has had previous State employment and who may not have acknowledged it on their application

OIG Comment: Inthis case, the Department did not verify the priornent at e empl oy m
application. In addition to the application, the CIO submitted a form reporting previous employment a
State agency, so had someone reviewed the submissions witipfilieation, they would have noted ma
discrepancies.While ensuring that other state employment is identified, it is not sufficient since it woul
have identified the prior work history information that was also untrue. The only thing that will aekdrth
problem is if a particular entity, whether it is the interviewer or the personnel office, had the responsi
to critically examine all documents and verify information provided.
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GENERAL INVESTIGATION 3

ALLEGATION A substance abuse assessmetatkie worker engaged in a sexual relationship w
mother for whom he had completed a court ordered substance abuse evaluati

INVESTIGATION A mother whose two children, ages three months and six years, were takémei
De p a r t austady fér sllegations of abuse, was ordered by the Juvenile C
complete a substance abuse assessment. She was referred to the agency designatedtipnmmerabu
assessments ftlnatcourt, and a substance abuse evaluator was assigned and completed the assess

Thec hi | delative fosser parent told the Integrated Assessi@énical Screener that the mother said
went out on a date with someone who evaluated her for Adwrtmother toldrispectoiGeneralinvestigator
that shortly after her court ordered substance abuse assestmentbstance abuse evaluator invited h
accompany him to a motel on a Friday afternoon and she accepted. She reported they werhiteer & doir
and engaged in sexual intercourse.

IG investigatorc or r obor at ed t he mot her OrBosesrdcards yevealedtthle na
address, make of car, license number, and credit card receipt of the substance abuse evaldatonmiEnte
date of this transaction was the same date on which the mother said she was at the motel with the
abuse evaluator.

OIG RECOMMENDATIONS / 1. The substance abuse evaluator should be disciplined up to

DEPARTMENT RESPONSES including discharge in accordance with agency personn
policies.

The Inspector General shared a redacted report with the private agency. The employee was dischar

2. This report should be shared with the lllinois Alcohol and Other Drug Abuse Profegmnal
Certification Association, Inc.

The Inspector General shared the report with the lllinois Alcohol and Other Drug Abuse Profg
Certification Association, Inc.

128
GENERAL INVESTIGATIONS



GENERAL INVESTIGATION 4

ALLEGATION The Inspector General receivedcamplaint alleging that a former private agel
employee who in 2014 was indicatedaguerpetrator of sexual penetration and se
molestation of a 16 yeanld youthin-care and may have been criminally convicted for his actions, still he
active Chid Welfare Employee License issued by the Department.

INVESTIGATION In 2018,InspectoiGeneral investigatorgerified thatthe former employee still hef
an active Child Welfare Employee License issuethkyDepartmerdnd confirmeg
that the Licensee first came to the attention of the Department in 2014 when the hotline received a r
the Licensee, then employed as a counselor at a private agency, had been arrested and criminally ¢
having a sexual re@nship with a sixteeyearold youth residing at the agency whehe Licensee wa
employed. The Department investigated and indicHted.icensee on allegations of sexual penetration
sexual molestation. Two months Igténe Licensee was convicted of felony criminal sexual assault
individual holding a position of trust, authority, or supervision over a victim agdd Hod sentenced to se
years in the lllinois Department of Corrections. Theim@estigatorsfurther @nfirmed thatthe Licensee ig
incarcerated in an IDOC facility, has a projected discharge date of January 2020, and is registered as
offendersexual predator on the lllinois Sex Offender Registry.

LICENSURE ACTION The Office of the Inspector Generalfiled administrative charges seeking
revocation of t h€hildfVdeifaneeEmplogemlpderse)
The license was revoked.
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GENERAL INVESTIGATION 5

ALLEGATION A Department employee gave an fAunna
child protection hotline report, an
alleged perpetrator of the resulting child protection investigation.

INVESTIGATION During the child protection investigation, tbkild protectionn nv e st i ¢
interviewed the alleged perpetrator. The alleged perpetrator notified the CPI
had received a screen shot of the child protection hotline narrative, includingehp or t er 6
occupation, and provided it to the CPI. The alleged perpetrator stated that he received this prin
someone who wanted to remain anonymous (fAunn
first name of the Departe nt e mpl oyee who had provided the

The same day, the CPI reported the confidentiality breach to her supervisor and provided the scree
alleged perpetratogave to her. Inspector Generaléstigators confirmed the identity of timepartmen
employee stating that she was the only one in the area with that first name who had access to that in
in theState Automated Child Welfare Information System (SAC\\AB}he request of the ea Administrator
the supervisor took a picture of tbepartmenemployee at her work station for comparison of her screen
to the strip of screen saver that was evident in the screen shot. The background screens at the botto
screens irboth pictures appeared be the same. The supervisor further confirmed that there were no
computers in the office with that screen saver on theinitorscreen.

IG investigatorssubpoenae@nd analyzegersonal phone records from tBepartmentemployee and th
alleged perpetratorThe IG investigatorfound one phone number in common between the two record
wereabl e to identify the fiunnamed person. o

I'n an interview with the | G i nv e sobfiimpdthabhe providdad 8
screen shot to the alleged perpetrator and further stated that he kidspémmenemployee and her husbar

In an interview withan1G investigator, th®epartmenemployee deniesharingconfidential information with
anyone outside the Department. When asked about her relationship with this persgpattim&ntmployed
initially said she knew him casually. She guessed that she gphim twice a month on average. She said
had not seen him socially for almdgfo years. The Bpartmene mp| oyee ds phone r
and text messages with this Aunnamed per theld
investigatoi nt er vi ewed t he A eparmanmrapibyee sid it veas idycher idstandDo
had been talking to hinpas he often uses her phone when she is home. The phone records confirmed
of the calls and text messages were made after work.

In addition to the above, the IG investigators reviewed tieigdltmene mp | o ymeadsé@rsd foand that s
had a substantial amount of personal emails sent to both her mother and a friend who works at an
agency. Of grave concern, the employee had used the state email system to share confidential repornhi
with her mother.

Subsequent to the allegatiotise Department put thedpartmenemployee on administrative leave pen
the outcome of the IG investigation.

130
GENERAL INVESTIGATIONS



OIG RECOMMENDATIONS /
DEPARTMENT RESPONSES

1. The Department employee should bdisciplined up to and
including discharge for violating the Department Confidentiality
Policy and personal use of the state email system.

The Department agrees. The Department employese discharged from the Departmeand through
grievance settlemérthe dischargavas reversed to a resignation with no reinstatement to DCFS.

2. The Department should ensure that there are adequate supports available to the Department emplo
during the disciplinary process. For more information, the designated suppts should contact the Offic
of the Inspector General prior to any disciplinary meeting with the Department employee.

The Department agrees.
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